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Editorials 


WHY BLAME IT ON THE DOCTOR? 


A new verse to Elizabeth Barrett Brown- 
ing’s “The Cry of the Children” is being writ- 
ten these days by the pseudo sentimentalists ‘who 
blame the medical profession for everything 
from the inflation of the dollar to the legend 
of the werewolf. 'T'o say nothing of the popular 
idea of regarding every obstetrician as a mew- 
ling modern Herod, murdering babes and moth- 
ers alike. The country is swept, deluged and 
ravaged by an “It-is-all-your-fault” builded by 
the excitable laity on the reports of the New 
York Academy of Medicine as to “preventabil- 
ity” in maternity mortality cases. Doctors from 
Maine to Mexico are being tied to the stake, 
and bonfires built against the profession. 

While the report blames the “physicians of the 
country” in three-fifths of the deaths in ma- 
ternity cases, or 61 percent and in 77.1 percent 
of the deaths from abortion it could never have 
been the intent of this report to throw the doc- 
tors of the country to the socialists among the 
laity, like a bunch of bones before a pack of 
dogs. There are, however, teeth enough in the 
report to impel every county society to sit down 
and take stock of the maternity mortality in 
their own purlieus and upon this to make re- 
port in their own defense and in defense of the 
profession. 

Conditions in New York City where this re- 
port was made are not coincident with condi- 
tions the country over. New York City cannot 
be considered an index to United States na- 
tional living. In the first place New York City 
is both a national port of entry and a national 
melting pot. 

It is in a large degree an extension of Ellis 
Island, or a grown up Castle Garden if you 
wish. Native Manhattanese are a race of them- 
selves apart. Rich, poor, or middle class they 
know their city and its capacities. Even the 
second generation New Yorkers rarely die in 
childbirth. It is just a thing that isn’t done 
and the thing that isn’t done is as foreign to 
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the native New Yorker as are three eyes on 
a normal head. 

New York, even more than San Francisco or 
Chicago, is made up of a loosely bound group 
of colonists from other lands. In all three of 
these cities there are groups of which the in- 
dividuals live and die without learning to speak 
the English language or to absorb the great 
American habit of bath-tubs and sewers. Among 
the foreign born, the mystery of birth has al- 
ways been, and probably will continue to be a 
matter of fate and women. Only those who 
have struggled with the childbed superstitions 
of alien races realize how unfair it is to pin 
upon the country at large the faults of Man- 
hattan mortality. New York City is a thing 
apart, a country within itself, and outspoken, 
personally, in its contempt for the broad areas 
of the rest of these United States, known to 
Manhattan as “the sticks” from Broadway to the 
furthest New Jersey suburb. 

The report in itself is most interesting, as to 
conditions in Manhattan. They do not apply 


so positively to smaller cities with more nor- 
mal standards of living, and no profession should 
be arraigned in the whole for the liabilities of 


the part in an instance like this. 

Epitomized briefly among the high lights of 
this sincere and commendable report are the 
statements that 

“On the basis of the facts gathered each case 
was reviewed by a jury of expert obstetricians 
and a verdict of ‘preventable’ or ‘not pre- 
ventable’ was rendered in each instance. All 
cases Classified as preventable were studied fur- 
ther to ascertain where, in the course of the 
patient’s treatment, the error occurred which the 
committee considered to be primarily responsi- 
ble for the fatal outcome. The error was 
charged subsequently to the responsible agent. 

“Out of all the deaths, 2,041 in number, 1,343 
were, in the judgment of the committee, pre- 
ventable. In other words, that number of women, 
if they had had proper and adequate care, might 
have been brought safely through parturition. 

“Lack of skill and faulty judgment, poor hos- 
pital administration and incompetent midwifery 
were found responsible for nearly 65 per cent. 
of the preventable deaths. More than a third 
of all avoidable deaths were due to the failure 
of the patient herself to take advantage of those 
facilities which are at hand for safeguarding 
her in the period of gestation and lying-in. 
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This element in the situation the committee con- 
sidered to be one of education entirely. 

“Of the total number of deaths, 262 were due 
to septic abortion; 95 to abortion; 120, ectopic 
gestation; 197, hemorrhage; 510, puerperal sep- 
ticemia; 231, albuminuria and eclampsia; per- 
nicious vomiting 14; phlegmasia alba dolens and 
embolus 89; accidents of labor 171; accidents 
of puerperium 8; and to extra-puerperal causes 
344, 

“Seventy-seven and one-tenth per cent. of the 
deaths from abortion were classified as preventa- 
ble; 68.1 per cent. of those from therapeutic 
abortion ; 74.2 from ectopic gestation ; 76.1, hem- 
orrhage; 75.1, puerperal septicemia; 72.7, al- 
buminuria and eclampsia; 57.1, pernicious vom- 
iting; 9.0, phlegmasia alba dolens and embolus; 
87.1, accidents of labor; and 34.0, extra-puer- 
peral causes. 

“Figures for the total number of cases in 


which responsibility was ascribed to the physician . 


show an almost equal distribution between faults 
of judgment and faults of technic, 49.1 per 
cent. and 50.9 per cent. respectively. 

“Of the total 197 deaths attributed to hem- 
orrhage, 49 were due to placenta praevia. Thir- 
ty-six of these 49 women gave a history of irreg- 
ular vaginal bleeding at some time prior to 
death or labor. 

“The total number of puerperal deaths (ex- 
clusive of those following abortion and extra- 
uterine pregnancy) in New York City during 
the three years under review was 1,564, a rate 
of 4.49 per 1,000 live births. The total num- 
ber of deaths from sepsis was 510, 32.6 per 
cent. of the total deaths, a septic death rate of 
1.46 per 1,000 live births. 

“In 20 per cent. of the total live births, de- 
liveries were operative. The death rate from 
septicemia in operative deliveries was 4 per 1,000 
live births—five times that following spontane- 
ous delivery, 0.8. 

“Of the 1,564 deaths from all conditions ex- 
clusive of abortions and extra-uterine gestations, 
231, or 14.8 per cent. were due to albuminuria 
and eclampsia. <A total of 176, or 76 per cent. 
had convulsions. Only 95, 41.0 per cent. went to 
term before going into labor or developing symp- 
toms of so serious a nature that death ensued 
without delivery or the attendant emptied the 
uterus artificially. About one-third of the babies 
were brought to term or near term and delivered 
alive. Only 27 per cent. of mothers who died 
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from this cause had received adequate prenatal 
care. 

“Among all the deaths, 304 died following a 
Cesarean section and 6 others died while a 
Cesarean was being attempted—a total of 310 
cases. In the hospitals for which detailed fig- 
ures as to number and type of deliveries were 
available during the period studied, 3,963 Ce- 
sareans were performed, 2.2 per cent. of all de- 
liveries. 'Two hundred and forty of the 310 
deaths occurred in these institutions, a case 
fatality of 6.1 per cent. In 22 hospitals, the 
case mortality was over 10 per cent. and in 19 
it was less than 4 per cent. In 148 cases, or 
47.7 per cent. of all deaths following Cesarean, 
the principal cause of death was some form of 
infection. Sixty-five, 20 per cent., died as the 
direct result of the shock of the operation; 24 
from albuminuria and eclampsia; 23 from hem- 
orrhage; 9 from embolism; 1 from puerperal 
psychosis and 40 from various extra-puerperal 
causes. 

“Among the 310 deaths associated with Ce- 
sareans, 257 living infants were delivered, 80.1 
per cent. of the total babies delivered or on 
whom delivery was attempted by this method. 

“The large percentage of disparity between the 
actual, and the recorded cause of death as shown 
on the death certificate is of interest. For the 
entire series of 2,041 preventable deaths, the 
total percentage of error was 17.8. In the diag- 
nosis of abortion this rose to 34.7, the next 
highest percentage of error being 29.2 in the 
death certificates where the cause of death was 
septicemia. In 324, 15.9 per cent. of the total 
series, there was no mention of the true cause 
of death and in 40, 2.0 per cent. the condition 
given as the cause of death was found to be non- 
existent.” 





REDUCING INFANT MORTALITY 


No matter how many cracks of how many 
kinds are made at the physicians as to “neglect 
of mothers and babies” along comes the grand 
statistical news that we are at least, neglect or 
no neglect, reducing the death rate of the new- 
born ! 

In 1915 at least 100 or ten per cent. out of 
every thousand babies born alive died before 
attainment of the first anniversary. 

In 1932, the most recent statistics available, 
this percentage was reduced to 58 out of every 
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1,000, or something less than six per cent. In 
other words, in 17 years there has been a re- 
duction of 42 per cent. in infant mortality. In 
certain states, Nebraska and Oregon, for two 
of them, the death rate is much lower than 
that, in this class. 

It is interesting to note that there has been 
no betterment at all in the most hazardous day 
of any mortal existence—the first twenty-four 
hours of existence, and comparatively little bet- 
terment during the first thirty days. Almost a 
quarter of infant deaths occur during the first 
day of life; and half during the first month.° 

Two-thirds of deaths on the first day are due 


‘to premature birth; and three-fourths to pre- 


mature birth linked with injury at birth. 

Death from injury at birth has increased and 
mortality from prematurity has shown no re- 
duction in a decade. Congenital malformations 
show virtually no improvement either during the 
last ten years. 

Neonatal mortality has however been reduced. 
New Zealand boasts of a reduction in infant 
mortality to 31 per thousand. 

Summary of the situation points to the im- 
portance of prenatal care but save for abnormal 
complications at birth does not demand of a 
necessity hospitalization at the critical hour. 

It has not been demonstrated that hospitaliza- 
tion is necessary for a normal birth, provided 
home surroundings are of a standard normality. 
In some instances, where the mental worry at- 
tendant upon dependents, especially young chil- 
dren left at home to strange or to semi-competent 
care may be a mental worry to the mother, home 
confinement is not only equally excellent, but 
often superior. This is interesting in view of 
the fact that high priced hospitalization at ma- 
ternity has become almost a fetish with Ameri- 
can women. Good prenatal care tends to cut 
down the demand for maternity hospitalization. 





THE 1935 ANNUAL MEETING 
The 1935 Annual Meeting, held in Rockford 
on May 21, 22, 23, 1935, was an outstanding 


meeting in many respects. The attendance was 
probably the largest that has been registered at 
a down-state meeting. The total registration of 
women was approximately 360, and the total reg- 
istration in excess of 1,600. 

All sessions and exhibits were conducted under 
one roof, and once more demonstrated the fact 
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that there are few cities in Illinois which can 
furnish adequate facilities for the annual meet- 
ings of the future. 

The Secretaries’ Conference on Tuesday morn- 
ing was well attended, and the program was of 
unusual interest. The importance of these con- 
ferences is becoming generally known, and they 
are attended by many members of the society 
who are not actually officers, but show an inter- 
est in the subjects presented. 

The Pediatricians had their special meeting 
on Tuesday morning, which was well attended, 
showing the importance of special half day meet- 
ings aside from the regular section programs. 
The Medical Women also had a Tuesday morn- 
ing program of considerable interest. The Ob- 
stetricians petitioned the Council for their spe- 
cial meeting next year, to be held on Tuesday 
morning, which permission was granted, and in 
1936 their first annual meeting will be conducted. 

The section programs were all well attended, 
the programs were well balanced and of inter- 
est to the many physicians in attendance. The 
section on Public Health and Hygiene, which 
formerly was poorly attended, had difficulties in 


conducting their meeting in the room assigned 
to them. 

The Scientific exhibits were of unusual inter- 
est this year, and many types of scientific ex- 
hibits were arranged at the request of the spe- 


cial committee on scientific exhibits. Suitable 
awards were given to the outstanding exhibit in 
each of the three classes, teaching institutions, 
non-teaching institutions, and indixidual exhib- 
itors, which stimulated a friendly spirit of rivalry 
among the exhibitors. 

The commercial exhibitors were more numer- 
ous than in the past five years, and several were 
unable to exhibit through lack of suitable space. 
Almost all lines of appliances used by physicians 
in all branches of Medicine were displayed, and 
all booths were well located. 

The fracture demonstrations once more were 
conducted in an interesting manner, showing 
the value of same as a feature of the annual 
meeting. The motion picture theatre was also 
an interesting feature, which will probably be 
enlarged next year. 

The President’s Dinner, held on Wednesday 
evening, taxed the facilities available in the large 
ball room where it was held, and hundreds of 
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members gathered together to honor the retiring 
president and the past presidents. 

The House of Delegates held the customary 
meetings on Tuesday afternoon and on Thursday 
morning. At the first meeting the annual re- 
ports of officers, councilors, and committees 
were referred to reference committees, which 
went over the reports carefully, and presented 
their reports at the Thursday session. From the 
popularity of this procedure, it is quite evident 
that this procedure will be followed in the future. 

The actions of the House of Delegates at the 
1934 Annual Meeting of the American Medical 
Association, in approving the “ten point pro- 
gram,” was approved by the Illinois House of 
Delegates at the Thursday morning session. 
Likewise, the report of the A. M. A. House at 
their special meeting in February, 1935, was ap- 
proved. A number of important resolutions 
were introduced and acted upon and which will 
appear in the July InLinois MepicaL JournaL 
in the transactions of the House of Delegates. 

The following were elected by the House of 
Delegates on Thursday morning: 

President-elect—Rolland L. Green, Peoria. 
1st Vice-President—T. H. Culhane, Rockford. 
2nd Vice-President—F. H. Muller, Chicago. 

Secretary—Harold M. Camp, Monmouth. 

Treasurer—A. J. Markley, Belvidere. 

Councilor of 1st District—E. H. Weld, Rockford. 

Councilor of 2nd District—E. C. Cook, Mendota. 

Councilor of 3rd District—R. K. Packard, Chicago. 

Councilor of 11th District—E. S. Hamilton, Kan- 
kakee. 

Delegates to American Medical Association 

C. S. Skaggs, East St. Louis. 

C. E. Wilkinson, Danville. 

W. E. Kittler, Rochelle. 

C. B. Reed, Chicago. 


Alternate Delegates to American Medical Association 


Frank L. Brown, Chicago. 

E. P. Coleman, Canton. 

E. H. Weld, Rockford. 

C. W. Carter, Clinton. 

L. O. Frech, Decatur (for one year, to succeed W. E. 
Kittler). 

Election of Standing Committees. 

Committee on Public Relations: 

W. S. Bougher, Chairman, Chicago. 

C. J. Drueck, Chicago. 

George Michell, Peoria. 
Legislative Committee: 

John R. Neal, Chairman, Springfield. 

Mather Pfeiffenberger, Alton. 

Thomas P. Foley, Chicago. 
Medico-Legal Committee (for three years) : 
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J. R. Ballinger, Chicago. 

C, U. Collins, Peoria. 
Committee on Medical Education and Hospitals: 
J. P. Simonds, Chairman, Chicago. 

H. O. Munson, Rushville. 

W. R. Marshall, Clinton. 
Committee on Relations to Public Health Administra- 

tion: 

F. F. Maple, Chicago. 

Thos. Meany, Chicago. 

Frank Heda, Chicago. 

L. O. Frech, Decatur. 

Bernard Klein, Joliet. 


It was voted unanimously to hold the 1936 
Annual Meeting in Springfield. 

A complete report of the transactions of the 
House of Delegates will appear in the July 
JOURNAL. 





REGIMENTING AND SOCIALIZING 
MEDICINE 


Although regimentation and socialization of 
medicine by legislative action seems well on its 
way to establishment in the scheme of American 
economics this most unAmerican procedure can 
be stopped completely if the ethical medical men 
of the country really unite in the cause of pub- 
lic safety and professional preservation. 

A species of hookworm disease seems to have 
infested the reasoning faculties of many doctors. 
A surprisingly large percentage of physicians are 
absolutely ignorant, or cognizant in only a very 
vague way of the imminence of those statutes 
which will establish lay, or governmental control 
over the practice of medicine. Some people never 
learn. The costly experiment of the prohibition 
amendment,—though few medical men if any 
would oppose a citizenry voluntarily living in a 
state of abstinence, failed to teach its obvious 
lesson. What was put over as a “war emergency” 
law continued after the war was over until peace 
itself was almost completely wrecked. That has 
been the experience of Great Britain with the 
“temporary health insurance plan” passed in 
1911 by the British Parliament. That plan is 
now the permanent British health insurance 
law, a frightful burden, destruction proof and 
incapable of improvement. Whether group or- 
ganization, a practice controlled by the doctors, 
will be the eventual refuge of the new really 
persecuted profession of medicine, it is difficult 
to say. Some few doctors have learned a lot 
from the system of “relief practice.” Others 
continue deaf and dumb. But one thing is as 
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certain as death and taxes and that is the pro- 
fession has already dallied far too long by the 
wayside. The time for professional co-operation 
is here and now, or lost forever! 





THE MILBANK FUND HAS SEPA- 
RATED KINGSBURY FROM 
THE PAYROLL 

The Milbank Foundation would seem to be 
in process of eruption. In the midst of the 
clouds of ashes, dust, flame and white hot lava 
discernible to the naked eye stand out these high- 
lights : 

1. Word that the Milbank Foundation has 
ceased to crusade for public health insurance. 

2. News that John A. Kingsbury has been re- 
leased from his duties in connection with the 
famous philanthropy. 

3. Further news that I. S. Falk, the self-arro- 
gated chief justice of administrative medicine, 
has also been loosed from his job, or at least will 
have to go completely “incommunicado.” 

4, Edgar Sydenstricker, another brave “Mil- 
banker,” is to be assigned to Dr. Roscoe G. Le- 
land’s department of the American Medical As- 
sociation. 

5. It may be that the Milbank Foundation at 
heart wants to do right by the science of medi- 
cine, even if up until today it had been led into 
false ways of effort. 

As to this situation, note the quote from the 
Medical Reporter, a pamphlet sponsored by the 
publicity department of the Oregon State Med- 
ical Society, and which under date of May, 1935, 
presents a reprint from the Detroit Medical News 
with timely annotation. Both articles are too 
obvious for any comment. They hit the nail on 
the head most accurately. 


THEY GO AFTER THEM IN DETROIT 


“Detroit physicians would like to ask the Mil- 
bank Fund, which derives its income from the 
Milk Trust, why the price of milk per quart in 
Detroit is the highest of any American city. The 
same national trust operating here and elsewhere 
has 35 per cent. of Detroit’s milk business. The 
other milk combine also has 35 per cent.; each 
of the 34 independent companies has less than 
1 per cent. of Detroit’s milk business. 

“Does Detroit pay more for milk than for med- 
ical services? 

“We ask the Milbank Fund, maintained by 
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profits from babies’ milk, why the federal govern- 
ment is now investigating the milk business in 
Detroit? We ask if it has anything to do with 
unfair trade practices tending to kill off the 
independent distributor—the little man? We ask 
the Milbank Fund, aided by profits from babies’ 
milk, what. the three United States government 
investigators into the milk situation were doing 
and discussing in Detroit at 3:00 p. m., on Wed- 
nesday, March 20? 

“Does the Milbank Fund have as one of its 
projects a study of the milk racket? 

“We suggest that the Milbank Fund, before in- 
truding into the profession of medicine, investi- 
gate the business practices of the Milk Trust in 
which it has a pecuniary share. We suggest 
that it publicize the findings of the United States 
Government agents as regards the milk situation 
in Detroit and Michigan. 

“We believe the Milbank Fund could better 
use its baby-food money to work out plans for 
increasing the distribution of milk. They might 
arrange that families in Detroit (and the United 
States) get milk at a price they can afford to pay. 
If their studies show this cannot be done by in- 
dustry, then let the United States Government 
take over the milk business. 

“We ask the Milbank Fund what bank in New 
York City is the financial agent of the milk com- 
pany ? We ask if there is any interlocking direc- 
torate or financial relationship, direct or indirect, 
between the great Wall Street insurance com- 
panies and the Milk Trust? 

“We further inquire of the Milbank Fund, sup- 
ported by profits from babies’ milk, if the at- 
tempt to socialize medicine is a sop to economic 
imbalance ? 

“We ask the Milbank Fund why the Public 
Relations Council of the Milk Trust is so desir- 
ous of coming to Detroit and talking to the 
Wayne County physicians ?—Reprinted from De- 
troit Medical News. 


“EDITOR’S NOTE: Most interestingly, after the doctors of 
Detroit had launched this counter-attack, the Milbank Fcoun- 
dation withdrew from the field of Compulsory Health-Insurance. 
Then Mr. John Kingsbury and I. S. Falk resigned (by re- 
quest?) from the Foundation. In the future the Milbank Fund 
will be used for research in health as it was bequeathed by 
its founder. 

“Does it pay to fight? Or do you favor laissez-faire?” 


Note also the comment on the situation in the 
Weekly Roster and Medical Digest printed by 
the Philadelphia County Medical Society, which 
under date of April 27 remarked in connection 
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with the departures of Messrs. Kingsbury and 
Falk and the transfer of Sydenstricker: 

“These developments can scarcely pass unno- 
ticed. 

“They serve to emphasize a dependable trait 
of American character to revise its understand- 
ing of a situation once all facts are earnestly 
and honestly presented for consideration. The 
Milbank Foundation has many outstanding ac- 
complishments to its credit, and this evidence of 
its reluctance to follow misguided leadership can 
unquestionably be included in this list.” 





WE ARE RAPIDLY APPROACHING 
THE TIME WHEN MEDICINE 
WILL BE NO LONGER PRAC- 
TICED BY PHYSICIANS, 
BUT BY POLITICIANS? 


We are rapidly getting around to the time 
when medicine will be no longer practiced by 
physicians, but by politicians and tax-gatherers. 
Already the plan is all set. 

Unfortunately the trend of the times makes 
the economic factor in medical practice both the 
destructive element in scientific progress and the 
inevitable force that so powerfully aids in the 
encroachment of socialism upon democracy’s 
rights. The day when medicine is practiced no 
longer by physicians but is controlled by a 
moneyed and politically managed laity will be 
the day when the doom of individual rights and 
community independence is sounded by the in- 
stallation of the worst bureaucracy the world has 
ever known. Even today under the advance 
guards of this menace the law ridden United 
States is pitiably knuckling. 

Scientific practice of medicine, and through 
this route the very fundamentals of civilization, 
stand today at the mercy of insidious and vio- 
lent enemies. These foes are all the more shame- 
ful since they are developments of that very 
superstructure of civilization evolved so largely 
from the progress of scientific medical practice. 

In view of the miracles in prevention of dis- 
ease, palliation of pain and almost magical cures 
of hundreds of thousands of traditional and re- 
current physical ailments, as well as of the actual 
necromancy of modern surgery, it is difficult to 
understand why the modern scientific physician 
and surgeon finds himself estimated by the com- 
munity he so sacrificially serves, at such a much 
less par value to the nation, the state and the 
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community, than was the medicine man of the 
aborigines. 

In all primitive groups the medicine man was 
reckoned little less than a god. Frequently he 
played proxy for one or many gods of the sea- 
sons, the crops or other tremendous manifesta- 
tions of nature that his people feared and 
dreaded. Among even higher civilizations, in- 
cluding the fine though ultimately decadent 
classicism of the golden ages of the Greeks and 
ihe Romans, frequently the priests, the sooth- 
sayers, the real leaders of the minds of the 
people were its men of medicine. 

Yet today, under a sun that shines upon the 
most ethical, cleanest, most highly expanded 
state of culture the world has ever known, the 
scientifie doctor finds himself practically an out- 
cast from the economic scheme of things; his 
rights abrogated, his privileges arrogated and 
his trained and skilled craft assumed by lay 
people through vicious and ignorant laws, and 
an anarchistic attempt to socialistically under- 
mine the Constitution of the United tSates, by 
using the medical profession of the United States 
as a catspaw. The inevitable result of such a 
trend means the disparagentent, discouragement, 
and final decay and destruction of that fine group 
of men, bound to a sacred profession whose 
march down the ages, only too often unhonored 
and unsung, has gradually flowered into such 
development of material wealth, natural re- 
sources and interchange of trade and friendship 
between nations, as had never been dreamed of. 
With the conquest of the air, man practically 
mastered for his own use every element of which 
he has cognizance. With this achieved, like 
Alexander, who had conquered all lands but him- 
self, the craftsmen of state have set about kill- 
ing the goose that lays the golden eggs. The 
actions of the incipient health insurance advo- 
cates are sinister to the point of degradation. 
As it stands today, scientific medicine’s sincerest 
apostles are being fought to the wall on the 
principle that everything ought to be endowed 
except the people who do the work, and that 
medicine should be practiced by everyone except 
the trained man. Too many states are swallow- 
ing whole unemployment insurance. Clinics, 
hospitals. universities, laboratories are all en- 
dowed and equipped to do the work of the phy- 
sician with as much elaboration as if the whole 
science of health and healing were a mammoth 
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mechanical man who needed not even.a human 
touch to press a button to start him functioning. 
As every large owner and employer of machinery 
has always found out to his sorrow, there is no 
machine so perfect or so ingenious that some- 
where along the line it does not need the human 
touch. That human touch in the science of 
health and wealth is the same old self-sacrificing 
man of medicine, not fundamentally different 
now though he pay his visits by airplane or 
motor than in the days of saddlebags and a pie- 
bald nag. 

To a lesser degree the individual business man 
is face to face with the same proposition, or 
rather to one that is tantamount, in the chain 
store idea; even at that the chain store idea is 
less vicious in its future prospects for national 
stability than the fate of medicine surrounded 
as it is today by handicapping legislation, lay 
dictation and encroachment of citizenship and 
professional rights and direct disregard of scien- 
tific attainment such as is the yoke borne by 
scientific medicine. 

And the latest idea is to starve out the doctor 
by the welfare clientele and the state insurance 
idea for “them’s as won’t or can’t work.” A 


few years ago that learned man and great 
humanitarian, President Eliot of Harvard Uni- 
versity, said aptly “A new blight is affecting 
education and industries in the United States. 


Its name is standardization. It is obvious that 
standardization has become a dangerous adver- 
sary of progress in both education and industry. 
Fixed standards in labor, in study, in modes of 
family life, or of community life, are downright 
enemies of progress for the body, mind and soul 
of man.” Yet Dr. Eliot never had to reckon 
with “codes upon codes.” If he had! ! ! 

Yet standardization, the handmaid of bureau- 
cracy, has the United States by the throat. 
Truly has it been said that “America is forced 
by law to do, and prohibited by law from doing 
more things than had been prohibited or re- 
quired in autocratic Europe before the war. And 
now comes this gift business from Washington. 
New and interfering laws multiply in the United 
States as rapidly as the staggering tax levies that 
are required to pay for the administration of 
meddling statutes and unending donations that 
nobody wants and that nobody needs extept 
members of the bureaucracy rapidly destroying 
personal freedom and making the United States 
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the worst of autocracies with the situation 
paralleling pre-revolution France. Now though 
the “least government is the best government,” 
over-centralization at Washington usurps indi- 
vidual rights. Consequently there are in Amer- 
ica today too many laws and too little respect 
for them and too much bossism. 

A further angle of this plague of legislation 
is that the cost of upkeep of paternalistic regime 
and its theft of personal privileges beggars 
United States citizens, as one out of every five 
is on the public payroll, and so income tax 
exempt with public servants and pensioners in- 
creasing at a rate unknown to previous history. 
Big business has commenced to protest against 
these “codes” but for the most part the medical 
profession bears its yoke supinely. 

Bureaucracy is always a curse and centraliza- 
tion a lethal menace under any conditions, but 
where the practice of medicine is concerned it 
is fatal, both to the profession and to civilization 
that prospers with good medical service and falls 
without it. 

This overcentralization at Washington with its 
usurping of state rights, community rights, in- 
dividual rights, affects the medical profession 
most seriously at those loopholes discovered 
where the profession comes into contact with the 
world at large in joint administration with lay 
men, in legislation, and in economic life of the 
individual doctor and contact with the public. 

Dangerous indeed is the trend to specializa- 
tion, over centralization, and group organization 
that tends to permit or to admit lay dictation or 
control of the practice of medicine and the pau- 
perizing of the profession by making the state 
bear the care of illness of its nonpauper citizens 
through tax levies; and further from the unfajr 
competition to the legitimate doctor made by pay 
clinics, or by universities or corporations enter- 
ing into the practice of medicine, with no su- 
perior skill to offer but backed up by the adver- 
tising that ethics forbids the respected physician 
to assume. 

Pay clinics are springing up like mushrooms 
and everywhere are found examples of corpora- 
tions and universities entering into the practice 
of medicine for profit. 

When we have a few more pounds of pressure 
such as the state medicine bunk with its health 
insurance, unemployment insurance and all the 
rest of the affiliated junk tacked on our shoul- 
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ders, even Soviet Russia with its almost dena- 
tured medical profession, will commence to look 
like the garden of Eden itself! 
Wake up, brothers, wake up! 
wish you never had gone to sleep! 


Or you will 





SPENDING THE TAXPAYERS MONEY 


“The United States News is authority for 
this statement: 

1. Total expenditures of the U. S. for 124 
years (including four wars) from 1789 to July, 
1913, were $24,500,000,000. 

2. Total expenditures under the New Deal 
for three years from July, 1933, to July, 1936, 
will be $24,200,000,000. 

The United States News, and others, may be 
interested to hear that a daily newspaper re- 
cently had to send a hurry call to the manu- 
facturers of a well-known typesetting machine 
for more zeros. 

Its supply of these characters on its own ma- 
chines had run short because of the demand for 
them in printing the statistics of appropria- 
tions at Washington.” 





WHEN THE SLIP GETS BY 

The typographical error is a slippery thing and sly, 

You can hunt till you are dizzy, but it somehow will 
get by. 

Till the forms are off the presses it is strange how still 
it keeps; 

{t shrinks down into a corner and it never stirs or 
peeps, 

That typographical error, too small for human eyes, 

Till the ink is on the paper, when it grows to moun- 
tain size. 

The boss he stares with horror, then he grabs his hair 
and groans; 

The copy reader drops his head upon his hands and 
moans— 

The remainder of the issue may be clean as clean can be, 

But that typographical error is the only thing you see. 


—Knoxrville (Ia.) Express. 
IF YOU ARE UNDERWEIGHT: 


1. Get weighed and find out how many pounds you 
should gain. 

2. Consider whether you have any symptoms which 
would indicate disease. If so, consult a physician. 

3. Change your personal habits, if necessary, so as 
to: 

a. Get 8 or 9 hours sleep every night. 

b. Relax as much as possible. 

c. Spend an hour or more each day in the fresh 
alr. 





Exercise regularly. 


e, Eat plenty of wholesome food. 
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MEDICAL ECONOMICS 


Edited by the Committee on Medical Economics 
of the 


Illinois State Medical Society 
E. S. Hamilton, M. D., Chairman 


Kankakee, Illinois 


C. S. Skaggs, M. D. 
R. K. Packard, M. D. 
H. M. Camp, M. D. 

C. E. Wilkinson, M. D. 


Address all letters and communications to the Chairman. 


The attendance at the Tuesday morning meet- 
ing of the Secretaries’ Conference, when the vari- 
ous subjects of Medical Economics were dis- 
cussed, Was very encouraging to those of us who 
have been greatly interested the past two years. 
There have been times when we wondered 
whether we were putting over the message to 
the doctors of Illinois and, if we were, just how 
interested they had become in this, the greatest 
problem now before organized medicine and the 
individual practitioner. 

Naturally, we were enthusiastic about the sub- 
ject as soon as it was considered to give over 
the entire morning to a general discussion of the 
subject. When the program was arranged, we 
felt sure that there would be most interesting 
and instructive talks presented. Apparently, 
many doctors all over the State felt the same 
way, as their attendance demonstrated. We were 
particularly fortunate in having such a range of 
speakers, all of whom approached the subject of 
Medical Economics from a different angle. Nat- 
ually, every man’s viewpoint is influenced by his 
occupation, and this was clearly demonstrated in 
this program. However, they agreed on major 
points, even though they differed on minor 
points. All agreed that the medical profession 
was the most able to understand the needs of the 
public and also were best able to handle the en- 
tire problem, without any outside help, provided 
they agreed as to principles. This is in line with 
what has been stressed in this column for the 
past two years, and it is gratifying to see that 
others approve. 

How differently we think on subjects, with 
the same information before us, was shown in 
the opinion of Dr. West and Dr. Packard in 
regard to Group Hospitalization, about which so 
much has been written and spoken in the past 
year. Both agree, however, that they may be 
mistaken, This is encouraging for anyone with 
an open mind is open to conviction. And, after 
all, we must have a mind which will listen to 


all sides of the problem and be willing to com- 
pletely alter decision on the presentation of new 
data. 

It was a little surprising to talk to several men 
who apparently had made little attempt to read 
the information contained in the ILtInoIs Mrp- 
ICAL JOURNAL as well as the Journal A. M. A. 
and their brochures published in the past year. 
These men are just becoming aware of the grav- 
ity of the subject and are asking for just the 
information that has received so much attention 
the past year. 

We suggest that any man who is interested in 
the subject of Medical Economics dig out his old 
journals and read up on what has been stressed 
the past year. Several men approached the Com- 
mittee at the Rockford meeting and asked if there 
was work that they could do. This was particu- 
larly encouraging, for it is the first time that we 
have found men who are willing to give of their 
time and energy except when so requested. We 
will try to find work for the men in the coming 
year. 

We want to repeat that this column is desirous 
of being of value to the members of the Illinois 
Medical Society in every possible way. If you 
have any questions or suggestions, feel free to 
write to the Chairman of the Committee and give 
your views. If he cannot answer the questions, 
he will refer them to somebody who can. Arti- 
cles on the subject of Medical Economics will 
be published after careful consideration by the 
Committee, provided they think it advisable. 

The Chairman of the 
thank the retiring President, Dr. Skaggs, for the 
great cooperation he has received in the past 
year. Dr. Skaggs attended and addressed more 
meetings than any President in recent years and 
usually gave considerable time to discussion of 
economic problems. 

Two interesting developments are noted this 
month. The Chicago Tribune of May 20 pub- 
lished the following item: 


Committee wishes to 
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“Trustees of the Julius Rosenwald fund voted 
yesterday an appropriation of $284,000 to be ex- 
pended in the fiscal year beginning July 1 for 
welfare work and rural education among colored 
persons and for furthering Socialized Medicine. 
Edwin R. Embree, president of the fund, said 
that the 
medical service and hospitalization within the 
reach of persons of moderate means paralleled 


tosenwald effort to place competent 


the program of the medical profession. He quoted 
Mr. Michael Davis of the fund’s medical divi- 
sion as reporting that 344 plans to cut the cost 
of medical care, or to make it easier for the av- 
erage family te pay for the same, had come to 
his office in the past year. Certain of these 
projects, he said, had been endorsed in principle 
by the American College of Surgeons.” 

Surely no comment is necessary on the above. 
The admission on the part of the officers of the 
fund that they are furthering socialized medicine 
makes all agreed that they have had ulterior mo- 
tives from the first, and their frank admission 
is at least refreshing. 

The Physicians and Surgeons Economic Asso- 
ciation of the United States of America has been 
founded in Milwaukee to study the subject of 
Medical Economics. Some of the purposes of 
this new organization are: 

1. To close all free clinics except those re- 
quired for teaching medical students. 

2. To protect the physician-patient relation- 
ship. 

3. To prevent the corporate practice of medi- 
cine. 

!. To urge taxation for the payment of med- 
ical services to indigents. 

5. To watch and guide all legislation affecting 
the practice of medicine. 

6. To establish minimum fees. 

7. To control the volume and distribution of 
physicians. 

8. To organize a national credit-rating bureau. 

9. To create a mutual sickness fund and a pen- 
sion system for physicians. 

Membership will be limited to active practicing 
Local, state and national units will 
be formed. This attempt will be watched by all 
interested in the subject of Medical Economics. 


physicians. 


E. S. HamI.ton, 


Chairman of Committee 
on Medical Economics. 
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Correspondence 


DR. WILBUR H. GILMORE 

The death of Dr. W. H. Gilmore has robbed 
Illinois and Chicago of a member of the medical 
profession whose absence will be sorely missed 
by many who had the good fortune to know him, 
Skilful and conscientious in his chosen specialty 
of Roentgenology, he was a specialist only in the 
technical part of his work, for its scientific aspect 
was well founded on a solid basis of general med- 
ical information. Though a member of our Med- 
ical Examining Board with opportunities for 
publicity and self-exploitation, he shunned both 
as evils not to be countenanced by ethical physi- 
cians. 

The customary eulogies written or spoken at 
the departure of men of worth are seldom based 
on intimate truth. The tendency to glorify those 
gone to their reward by superlatives may be 
beautiful but not credited for historical accuracy. 
But it is no exaggeration to say that in the years 
the writer has more or less intimately known 
Dr. Gilmore, he has seen traits in him which 
have enhanced an almost spontaneous friendship 
by a profound respect for his spiritual qualities. 
He made no display of false modesty, for when 
he did give a diagnostic opinion he had and 
gave good reason for it, but he never gloated 
when surgical intervention proved the correctness 
of his contested contentions. He did not write 
much, doubtless because of his innate antipathy 
to display and publicity. But he had an un- 
usually strong sense of justice and fair play, the 
application of which has saved many a brother 
practitioner from unjust criticism or unmerited 
trouble. Equally strong was his condemnation 
of individuals whose activities undermined the 
prestige of scientific medicine. His natural 
chivalry and his truly American concept of hu- 
manitarianism showed him to be a living em- 
bodiment of ideals he preferred to carry out 
rather than to talk about. 

When he was taken ill he knew he had only 
about two years to remain on earth. He took 
his fate philosophically, content that his son 
John had a chance to continue the work where 
he would leave off. 

Would that we had many more such men iD 
our profession of whom we could say when they 
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have left us forever, that each was a “chevalier 
sans peur aet sans reproche.” 
Gustavus M. BLEcH. 





INFORMATION ON HEALTH INSURANCE 
AND MEDICAL ECONOMICS SHOULD 
BE GIVEN TO SENIOR MEDICAL 
STUDENTS 


To the Editor: It is reported that in some uni- 
versities students soon to graduate in medicine 
have not been addressed on sickness insurance or 
given the medical practitioners’ viewpoint of 
this problem. The House of Delegates of the 
American Medical Association, in 1933, adopted 
a Resolution pointing out the advisability of 
offering some training in the economics of medi- 
cal practice in medical colleges. In some in- 
stances such courses have been given without 
discussion of sickness insurance and the experi- 
ence in European countries, or plans proposed in 
this country. Students not having contacts among 
physicians in general practice have frequently 
received their only impression of sickness insur- 
ance from younger members of the teaching 
staff, like themselves without outside experience, 
or nonmedical sociologists and social workers. 
Lack of medical knowledge, and therefore lack 
of ability to properly evaluate the factors that 
enter into the care of the sick, has been evident 
in statements made by some of the most active 
proponents of sickness insurance plans. 

It has been frequently stated that senior stu- 
dents and recent graduates are inclined to look 
toward sickness insurance as a desirable means of 
getting a start in practice. Although complete 
age records of physicians employed under sick- 
hess insurance in foreign countries are not im- 
mediately available, it is not evident that sick- 
ness insurance, if instituted, would offer any ad- 
vantage to the young man over his older medical 
competitor. The established physician, though 
possibly not so well trained in newer medical 
methods, would have the advantage of experience, 
patient contact and political alliance, if such 
legislation would reduce the major portion of the 
profession to the same low level of earnings. As 
to the future possibilities of advancement open 
to the practitioner in medicine, obviously the 
young man would have more to lose than the 
older member of the profession, should destruc- 
tive methods prevail. 

Contact with student groups and recent grad- 
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uates, and a frank presentation of sickness insur- 
ance plans and their effects, based upon a fair 
appraisal of foreign experience, has in each in- 
stance developed an understanding body, who 
are awake to this threat against their future, 
among these younger medical men. Given a 
friendly interest and guidance, these groups will 
become the most effective force against the estab- 
lishment of objectionable methods of practice. 
In some instances, faculty members have frankly 
admitted that, having had no experience in out- 
side practice, they do not feel themselves com- 
petent to present the subject. It is therefore sug- 
gested that Officers of each State Medical Society 
contact the medical colleges of their state, and, 
through their faculties and student organizations, 
arrange for the presentation of the sickness in- 
surance problem by someone sufficiently well in- 
formed on that subject. Each student should be 
given helpful literature. The American Medical 
Association will, on request, furnish needed sup- 
plies. Medical organizations have a definite re- 
sponsibility toward these men who are about to 
enter the active field of medical practice. 

In addressing graduating students, the advan- 
tages of membership as soon as possible in 
County and State Societies and the American 
Medical Association should be pointed out. 

Only a few weeks remain before graduation 
of classes in most medical schools. Immediate 
action is necessary. 

Committee on Legislative Activities of the 
American Medical Association. 


KE. H. Cary, M. D., Chairman. 
C. B. Wright, M. D. 

F §S Crockett, M. D. 

R. R. Sensenich, M. D. 

By R. L. Sensenich. 





THE ATTEMPT TO DISCREDIT THE 
PAMPHLET “WILL AMERICA COPY 
GERMANY’S MISTAKES?” 


The Pennsylvania Self-Insurers Association of 
Philadelphia, through its secretary, Walter Linn, 
has issued a reply to what it terms the “attempt 
of the Committee on Economic Security” to dis- 
credit Gustav Hartz and his pamphlet “Will 
America Copy Germany’s Mistakes? Results of 
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a Half Century’s Practice of Social Insurance in 
the Land of its Inception.” 
Here is Mr. Linn’s comment: 


CORRECTION 


Based upon information which we had every 
reason to believe authentic, we stated in the sec- 
ond and third editions of the Hartz pamphlet, 
“‘Will America Copy Germany’s Mistakes?” that 
unemployment insurance had been discontinued 
by the German Government on January 15— 
about one month after Mr. Hartz wrote the 
pamphlet for us. 

It now seems that this was not strictly in ac- 
cordance with the facts; that unemployment in- 
surance still nominally exists in Germany and 
that the premiums collected under it are being 
turned over to the relief fund, which, of course, 
has nothing to do with unemployment insurance, 
except that it takes up the burden where unem- 
ployment insurance inevitably fails in every 
crisis. 

The exact nature of the official order reported 
to have been issued on or about January 15, we 
have been unable to learn, such information being 
difficult to get when you are actually in Ger- 
many, and almost impossible to unearth when 
you are out of it. As Mr. Hartz well says on 
page 20 of his pamphlet: 

“Social insurance laws consist of 2700 
paragraphs; 200 of these have lately been 
abolished. A great number of amendments, 
executive regulations and alterations supple- 
ment this confusion of paragraphs. Even 
experts can only make them out in parts. 

“By extending and employing these para- 
graphs another tangle of commentaries has 
grown up around them. To an ordinary mor- 
tal this work is a book with seven seals.” 
However, the “Committee on Economic Secur- 

ity,” through its governmental agencies, received 
information from Germany that unemployment 
insurance has not been wiped off its statute books, 
even though it has been wiped out as a factor in 
the economic life of the country. 

The “Committee on Economic Security,” be it 
said, is merely a camouflage for a cross-section of 
President Roosevelt’s Cabinet. The members 
listed on the letterheads of the organization are: 

Frances Perkins, Secretary of Labor, Chairman. 

Henry Morgenthau, Jr., Secretary of the Treasury. 


Homer S. Cummings, Attorney General. 
Henry A. Wallace, Secretary of Agriculture. 
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Harry L. Hopkins, Federal Emergency Relief Ad- 
ministrator. 

Edwin E. Witte, an economist connected with 
the University of Wisconsin and one of our most 
raucous radicals, is Executive Director and guid- 
ing genius of the Committee. 

When he learned that this one parenthetical, 
supplemental note on a fly leaf of the later edi- 
tions of the pamphlet was technically incorrect, 
he immediately broadcast the fact over the Na- 
tional Broadcasting System in an attempt to 
discredit the pamphlet and Mr. Hartz. 

An affiliated “Red” publication, entitled “So- 
cial Security” and published by the American 
Association for Social Security, Inc., New York, 
bursts forth this month with a scurrilous broad- 
side against the doctors, who have taken a great 
interest in the Hartz pamphlet, because of what 
it has to say about the evils of socialized medi- 
cine; against this Association, for daring to in- 
troduce it to America, and against Mr. Hartz 
himself, whom they describe as a “Nazi Propa- 
gandist.” 

The truth is that Hartz’s publishing activities 
were greatly curtailed by Hitler’s rise to power, 
and that there is no relationship, direct or in- 
direct between them. It is probable that Hartz 
has never made any open attack on the Chan- 
cellor, but neither has anybody else in Germany 
who continues to carry his head on his own 
shoulders. 

Instead of Mr. Hartz being a Nazi, it is the 
social security propagandists who are the real 
Nazis, or Communists, or whatever other “col- 
lectivism” name you choose to apply to them, 
for the system they seek to impose upon us can 
be kept in control only by that type of govern- 
ment, or by an absolute monarchy. You cannot 
give people something for nothing and then take 
it away from them by their own votes. Nor can 
you keep them satisfied with what you have 
already given them. They will always demand 
more, as is evidenced by our workmen’s compen- 
sation acts. 

A tyrant, whether he be a Hitler, or a Stalin, 
or a Mussolini, may give what he pleases and 
take what he pleases. A democracy should take 
little and give little beyond the right to life, 
liberty and the pursuit of happiness. 

The Wittes, the Perkinses, the Epsteins, the 
Simkovitch’s and all the other vitches are fully 
aware, and many of them openly admit, that 
what they are really striving to do, behind a 
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smoke screen of humanttartanism, is to kill our 
demoneracy and substitute a collective form of 
government, such as they tnvetgh against in 
their ridiculous criticism of the Hart pamphlet. 

This is the real issue, and we trust that 
America will not permit itself to be blinded to 
it by as oily and plausible a band of hearties 
as ever scuttled a ship. 

Water LINN, Secretary. 





MEETING OF THE AMERICAN ASSOCIATION 
FOR THE ADVANCEMENT OF SCIENCE 


Two joint sessions of the Medical Sciences Section 
of the American Association for the Advancement of 
Science and the Minnesota State Medical Association 
will be a feature of the annual meetings of both asso- 
ciations when they meet in June in Minneapolis, Min- 
yesota. The Minnesota association’s eighty-second an- 
rual meeting will take place in the Minneapolis Audi- 
torium, June 24, 25 and 26. The American Associa- 


tion for the Advancement of Science will meet during 
the same week at the University of Minnesota. 

The first joint session will be Monday night, June 24, 
when the principal speaker will be Dr. William P. 
Murphy of Harvard Medical School, 1934 Nobel Prize 
His subject will be “Diseases of 


winner in medicine. 
the Blood.” 

The following morning the second joint session will 
be held featured by a symposium on blood diseases. 
Taking part in the symposium will be Dr. Murphy, 
Dr. T. L. Squier of: Milwaukee and Dr. W. A. Bloe- 
dorn of the School of Medicine, The George Washing- 
ton University, Washington, D. C. Dr. Murphy will 
discuss the treatment of pernicious anemia with liver, 
Dr. Squier will talk on drug allergy in primary granu- 
loytopenia, and Dr. Bloedorn will discuss the role 
cf iron in the treatment of anemia. Both Dr. Bloe- 
dorn and Dr. Squier will talk under the auspices of 
the American Association for the Advancement of Sci- 
ence, 

Completing the morning’s program will be a talk 
on “The Prevention of Whooping Cough with Bacillus 
Pertussis Vaccine,” by Dr. L. W. Sauer, Associate 
in Pediatrics, Northwestern University Medical School. 
In addition to these speakers, a number of other famous 
medical men will appear on the Minnesota meeting pro- 
gram, including Dr. Max Cutler of Chicago, who will 
tak on cancer; Dr. Harry Alexander, St. Louis; Dr. 
Frank H. Lahey, Boston; Dr. Edmund Andrews, Chi- 
cago; Dr. Percy Brown, Boston; Dr. E. L. Sevring- 
haus, Madison, Wisconsin; Dr. E. D. Plass, Iowa City; 
Dr. Thomas G. Orr, Kansas City, Missouri; Dr. J. 
F, Barnhill, Indianapolis, and Dr. W. S. Middleton, 
Madison, 

This is to be one of the most exceptional meetings 
of its kind held in United States this year. From the 
point of its speakers alone, the program is expected 
‘0 attract wide interest. In addition there are to be 
a large number of outstanding scientific demonstra- 
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tions and exhibits, numbering nearly 50, to which two 
hours of program time each day will be devoted ex- 
clusively. 

One of these exhibits which will draw wide at- 
tention will be an exhibit of animals treated with the 
thymus and pineal gland extracts isolated by Dr. 
Adolph Hanson of Faribault, Minnesota. The experi- 
mental use of the extract on rats has been carried 
on by Dr. L. G. Rowntree and his associates of the 
Philadelphia Institute for Medical Research of the. Uni- 
versity of Pennsylvania. Arthur Steinberg of the 
Institute will take the exhibit to Minneapolis and 
will include besides other animals, a pregnant white 
rat far enough advanced in gestation to yield a litter 
of precocious rats either during the meeting or shortly 
before. 





NATIONAL DEBATE ON SOCIALIZED MED- 
ICAL SERVICE IN THE UNITED STATES 


The Committee on Interstate Cooperation of the Na- 
tional University Extension Association has announced 
the national debate proposition for next year. It is 
as follows: 

Resolved, That the several states should enact legis- 
lation providing for a system of complete medical serv- 
ice available to all citizens at public expense. 

The choosing of the proposition by the national com- 
mittee means that it will be debated by more than 
100,000 students in the high schools, colleges, and uni- 
versities throughout the nation. The debates will be 
heard by large and small audiences, in auditoriums and 
over the radio. Past experience has demonstrated that 
public interest generally will be stimulated. 

In order to provide students with adequate materials 
for the study of the proposition, the committee is 
devoting the eighth annual Debate Handbook to the 
field of medical economics. The editor of the volume 
is Mr. Bower Aly, of the Department of English, the 
University of Missouri. It is the function of the editor 
to secure contributions and to select reprint material 
which will reflect current medical and lay opinion. It 
should be noted that the conventions of debate do 
not limit the discussion to the actual statement, since 
the negative may offer counter-plans, such as com- 
pulsory health insurance, group practice, or annual fee 
payment. 

Persons or organizations interested are invited to 
write immediately te the editor, or to send him copies 
of published articles which may be thought suitable 
for reprint or listing in the bibliography. Address Mr. 
Bower Aly, Room 216, Jesse Hall, The University 
of Missouri, Columbia, Missouri. 

A list of institutions cooperating with the commit- 
tee on interstate cooperation during the past year: 


The University of Alabama. 

The University of Arizona. 

The University of Arkansas. 

The University of Redlands (Calif.). 
The University of Colorado. 
University of Georgia. 
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Indiana University. 

The State University of Iowa. 

The University of Kansas. 

University of Kentucky. 

Louisiana State University. 

Bates College (Maine). 

The University of Michigan. 

The University of Missouri. 

The University of Nebraska. 

The University of New Mexico. 

University of North Carolina. 

The University of North Dakota. 

Ohio State University. 

The University of Oklahoma. 

The University of Pittsburgh (Pennsylvania). 

The University of Tennessee. 

West Virginia University. 

The University of Wisconsin. 

The Idaho High School Declamation and Debate As- 
sociation. 

The Illinois State High School Music and Literary 
Association. 

The Indiana High School Debate League. 

The Minnesota State High School League. 

The Montana Debate League. 

The Oregon High School Debating League. 

The South Dakota High School Debating League. 

The State Department of Education of Washington. 





UNITED STATES CIVIL SERVICE 
EXAMINATIONS 


The United States Civil Service Commission has an- 
nounced open competitive examinations as follows: 


PROTOZOOLOGISTS 


Applications for the positions of protozoologist, and 
associate and assistant protozoologists, U. S. Public 
Health Service, Treasury Department, must be on file 
with the U. S. Civil Service Commission, Washington, 
D. C., not later than’ June 17, 1935. 

The entrance salaries range from $2,600 to $3,800 a 
year, subject to a deduction of 3% per cent. toward a 
retirement annuity. 

Optional subjects are (1) General protozoology, (2) 
Intestinal protozoa (especially E. histolytica), and (3) 
Blood protozoa (excluding malaria). 

Applicants must have been graduated from a college 
or university of recognized standing with the comple- 
tion of at least 118 semester hours, of which not less 
than 24 semester hours must have been in bacteriology 
or biology, and applicants for the position of proto- 
zoologist must also have received an M. D., or a Ph. D. 
degree from a recognized institution. In addition, cer- 
tain postgraduate study or experience is required. 

Full information may be obtained from the Secretary 
of the United States Civil Service Board of Examiners 
at the post office or customhouse in any city which has 
a post office of the first or the second class, or from 
he United States Civil Service Commission, Wash- 
ington, D. C. 
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ANNUAL MEETING OF THE AMERICAN AS. 
SOCIATION FOR THE STUDY OF GOITER 


The annual meeting of the American Association 
for the Study of Goiter will be held at Salt Lake City, 
Utah, June 24, 25, 26, 1935. 

The program is as follows: 


Monday, June 24 
MORNING 


:30—Registration at hotel. 
9 :30—Address of Welcome—Mayor of Salt Lake City, 
9:45—Dr. Gordon S. Fahrni, Winnipeg, Canada. 
“Etiology and Treatment of Recurrent Hyper- 
thyroidism.” 
:15—Dr. Robertson Ward, San Francisco, California. 
“Malignant Goiter — Statistical Survey of 
Sixty Cases, with Comparison of Geograph 
ical Types.” 
:45—Dr. Frank E. Rogers, Denver, Colorado. 
“Some Problems in Thyroid Disease.” 
:15—Dr,. Frazier’s Clinic. 
:45— Discussion. 


AFTERNOON 


:00—Dr. Edwin G. Ramsdell, White Plains, New 
York. 
“Calcinosis Universalis.” 

:30—-Dr. Russell M. Wilder, Rochester, Minnesota. 
“The Etiology of Hyperparathyroidism’—Col- 
laboration with Dr. L. P. Howell of the Clinic. 

:00—Dr. S. D. Conklin, Sayre, Pennsylvania. 
“Myxoedema and Hypothyroidism.” 

3:30—Dr. LeRoy Downing Long, Oklahoma City, 
Oklahoma. 

“Thyroidectomy for Psychosis of Hyperthy- 
roidism.” 

:00—Dr. E. C. Moore, Los Angeles, California. 
“Twenty Years’ Experience in the Manage- 
ment of Goiter.” 

:30—Discussion. 


Tuesday, June 25 


MORNING 
:00—Dry Clinics. 
Dr. R. S. Dinsmore, Cleveland, Ohio. 
Dr. Harold L. Foss, Danville, Pennsylvania 
Dr. Ralph T. Richards, Salt Lake City, Utah 
:00—Utah Goiter Survey. 
:30—Doctors Mayo. 


AFTERNOON 


2:00—Dr. H. H. Searls, San Francisco, California. 
“Toxic Adenoma of the Thyroid with Asso- 
ciated Hypothyroidism.” 
:30—Dr. George W. Swift, Seattle, Washington. 
“Malignant Exophthalmus.” 
3:00—Dr. Fred W. Rankin, Lexington, Kentucky. 
“The Surgery of the Parathyroid Glands.” 
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3:30—Dr. Frederick A. Coller, Ann Arbor, Michigan. 
“Riedel’s Struma.” 
4:00—Dr. M. L. Montgomery, San Francisco, Cali: 
fornia. 
“The Lingual Thyroid.” 
4:30—Discussion. 
7:30—Annual Dinner. 


Wednesday, June 26 
MORNING 


9:00—Executive Session. 
10:30—Dr. Willard O. Thompson, Chicago, Illinois. 
“Quantitative Observations on the Effect of 
Iodine in Exophthalmic Goiter in Chicago.” 
11:00—Dr. Millard Rosenblatt, Portland, Oregon. 
“A Clinical Analysis Plus Unusual Cases.” 
11:30—Dr. Arnold Minnig, Denver, Colorado. 
“Tendency Toward the Medical Treatment of 
Exophthalmic Goiter.” 





ADVICE OF TRAUMATIC SURGERY 


In Southern Surgery, Dr. John J. Moorhead out- 
lines sixteen points to be remembered when caring for 
traumatic surgery injuries. 

John J. Moorhead (Southern Surgery) gives some 
good advice in the form of precepts in traumatic cases. 

1. Every wound not made with surgical intent is 
already infected and should be so regarded and treated. 

2. In the first six hours accidental wounds are prac- 
tically germ-free and hence treatment within these 
golden hours is likely to be successful. 

3. The essence of wound treatment is an attempt 
(a) to remove foreign material such as dirt, and (b) 
to remove serum, blood and devitalized tissue as repre- 
sented by bruised or frayed skin, fascia, muscle or other 
elements. 

4, Antiseptics strong enough to kill the organisms 
are also strong enough to kill the organism, and no 
farmer-doctor within hearing is fool enough to kill 
vines by any solution used to kill the bugs. That is 
just not done by gardeners but is still done by some 
doctors. 


5. Soap and water, and more soap and water, and 
yet more soap and water is the best cleansing agent, 
plus gasoline for grease or tar. 


6. Beware antiseptics with gaudy colors, or hard- 
to-pronounce names, or high-falutin formulas, or fancy 
labels, or attractive advertising, or liberal samples, or 
spats-bedecked salesmen, or endorsements from the 
mighty who rarely see your kind of injuries. Giddy 
colors may be good for chromatic, but bad for traumatic 
surgery. 

7. If you must use an antiseptic, use it for first aid, 
before and after the soap and water cleansing, but not 
as a substitute therefor. 

8. Drain every accidental wound, using a strand of 
suture material, a rubber band, or a pipe cleaner. Use 
No gauze drains unless there is a need for hemostasis 
or ballooning, and, if so, soak the gauze in soap suds, 
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olive oil, camphorated oil, albolene or vaseline to pre- 
vent sticking. 

9. Suture sparingly, and in any contused laceration 
treated by debridement place but do not tie the sutures 
until the end of the third day. In the interval cover 
the area by a sterile wet dressing of iodine-saline solu- 
tion (Tr. Iodine one dram, saline solution one pint). 
This is the so-called “delayed” or “primo-secondary” 
suture, and there is no more important phase of trau- 
matic therapy than this. It is the tréatment for com- 
pound fractures. If we wait three days before tying 
the sutures, we can then be certain as to the sterility 
of the wound because the usual pus-producing organisms 
run their life cycle within that time. 

10. Exercise especial care in wounds of the hand; 
next be careful in hair-bearing zones. 

11. In infected wounds, do not incise for redness, 
nor red streaks, nor swollen glands unless there is 
localized pain, localized fluctuation or localized indura- 
tion. 

12. Infections can often be localized by hot, wet, 
massive gauze dressings of tap water, saline solution 
or magnesium sulphate. Keep the dressings moist by 
inserting into the meshes a perforated rubber tube and 
into this introduce the solution. Keep it hot by an 
electric bulb or an electric pad. 

13. When incising for infection, make the incision 
long enough and deep enough to provide self-gaping, 
for if gauze has to be used for keeping the edges apart 
it will soon plug up and seal the orifice. That is 
taxidermy, not surgery. 

14. In the granulation stage, exposure of the wound 
to open air, sunlight and electric light will bring about 
smoother and quicker healing than forced healing 
through the agency of wound fertilizers, such as balsam 
of Peru and others. Try this method in your next 
case, and at night cover the wound with a dressing of 
equal parts of sterile olive oil and camphorated oil. 
Sunlight and sea water are the best natural healers. 

15. Keep the area affected at rest for the first three 
days during the presumtive infection period; but 
thereafter move it to promote circulation and to avoid 
contractures. 

16. Keep dressings off wounds above the neck; in- 
deed, it is a good thing to keep dressings off any area 
when protective coverage can be provided by a wire 
frame, or celoglass or some glorified vaccine shield 
device. 





PHYSICIANS SERVE 
If all men could agree so thoroughly that their ob- 
jective was genuine service to mankind as do the physi- 
cians and surgeons, the world would rapidly become a 
better place in which to live—David Dietz, in Cleve- 
land Press. 





IMAGINARY 
Professor in Higher Mathematics: 
ample of an imaginary spheroid.” 
Student: “A rooster’s egg.” 


“Give an ex- 
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FUNDAMENTALS OF MEDICAL 
RELIGION 
CHARLES 8. Skaaes, M. D. 
EAST ST, LOUIS, ILL. 


One year ago, the House of Delegates of the 
Illinois State Medical Society placed in my hands 
the Presidency of our Society. It seems but yes- 
terday to me, and in the true measure of time it 
has been but a short day, a day too short in which 
to finish the task assigned me. 

} was pleased to receive the office, because it 
offered me an opportunity for service. 1 have 
been happy with the office because it afforded me 
the privilege of service with friends. I regret to 
leave the office because there is much which I 
had hoped to do left unfinished; but I shall 
gladly help to carry on. 

In my farewell address to you, I have no de- 
sire to submit any new plan, but I do desire to 
plead with each of you to use the plans we have 
and to become more interested in the fundamen- 
tal principles of organized medicine, to pledge 
yourself to maintain these principles in yourself 
and in your county society that the individual 
relationship of patient and physician may remain 
unhampered and unchanged except in so far as 
the patient and his physician may agree. 

The reason why I have not searched for any 
new plan to carry on the practice of medicine is 
that I do not believe a new plan is needed. I do 
believe that we should reunite ourselves in the 
bonds of medical brotherhood and live the prin- 
ciples and ethics of organized medicine in our 
individual lives. For this reason, I have not de- 
livered any official addresses, but I have tried to 
preach a medical gospel, asking that we return to 
our true worship of organized medicine and a 
loyalty to its principles that our profession may 
remain unmolested to safeguard the health of the 
people of our state. 

I believe and have undaunted faith in the art 
and science of medicine. For this reason I am a 
physician and I believe and have the same faith 
in organized medicine to maintain and advance 
the standards of medical science. I also believe 
that organized medicine will continue to be the 


Presidential Address, Illinois State Medical Society, Eighty- 
fifth Annual Meeting, Rockford, May 22, 1935, 
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safest and best protection for the health of the 
people and that all medical problems should be 
left to our organization. 

For the past ten or more years, the clouds of 
state medicine have been appearing in the skies 
of organized medicine. These have become heay- 
ier each year. Some five or more years ago, there 
began floating over the medical skies the clouds 
of Health and Sickness Insurance. These too, 
have become heavier and for the past two years 
the clouds of socialized medicine have darkened 
the few rays of light that were left. 

The medical day for organized medicine broke 
dark and threatening. It seemed almost certain 
that a storm was impending that would wreck if 
not completely destroy our organization... I must 
admit that 1 looked out upon this morning with 
a definite feeling of anxiety, if not of fear. Per- 
haps this feeling was intensified by the realiza- 
tion that in my hands I held the biggest office in 
the state society. You had intrusted to me the 
leadership for this day, a responsibility for which 
I had wished. 

The day is well spent. It has been a busy day 
for all who have had a part in it. I have en- 
joyed each moment for each moment has had its 
problems not easy to solve but there was always 
the possibility that effort would be rewarded. As 
I look back over the year, I can see results of 
effort. The clouds of State Medicine, Health 
Insurance and Socialized Medicine are still in 
the skies but I believe they are a bit lighter, at 
least we fear them less for we are more deter- 
mined to meet what may come. 

A year ago, it appeared that organized medi- 
cine was thinking in the term of “Why try.” To- 
day, the attitude is different. Physicians every- 
where are becoming interested in their own cause. 
We are beginning to realize that our long years of 
service have developed strength and if this 
strength is used we will have the power to repel 
any force that is brought against us. All we need 
do now is to concentrate this power into united 
action. If this can be accomplished, the public 
will be safeguarded and organized medicine will 
go forward unmolested and unrestricted by selfish 
interests that would willingly sacrifice the help- 
less sick on the altar of money. 

Organized medicine has been called a closed 
corporation, a trust. We are willing to accept 
this statement as true if the interpretation of 4 
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dosed corporation is in keeping with the mean- 
ing which organized medicine has given this 
phrase. 

We do believe that the medical man is the only 
one qualified to treat the sick and direct the 
health of the people. We believe this because re- 
sults have demonstrated this fact beyond ques- 
tion. Our belief in this fact has been strength- 
ened by the fact that the proponents of State 
Medicine, Health Insurance and Socialized Medi- 
cine all propose to use doctors in the care of the 
sick. The only thing these proponents propose 
to take from the doctor is the right to receive 
money for his service and to divert it into the 
pockets of the money changers with the promise 
of reducing the cost of medical care. Organized 
medicine knows that this promise cannot and will 
not be kept and is convinced that those who pro- 
pose it know that it cannot be kept. 

Utilities promised the public reduced cost and 
better service. Has this promise been fulfilled to 
the masses? The only reduction in cost has been 
to the chosen few who share in the profits of the 
increased cost to the masses. The promise of bet- 
ter service has been met by denying the public 
the right to complain without redress. In like 
manner will socialized medicine meet its promises 
to the sick. 

In my opinion, there is but one reason why 
certain interests want State Medicine and that 
reason is money. If it were possible for organ- 
ized medicine to care for the sick without the 
exchange of money, the proponents would soon 
disappear and fade from sight. The care of the 
sick is not all organized medicine would have it 
to be. The medical profession has recognized this 
fact since the dawn of medicine and from that 
day to the present moment has thought and la- 
bored to bring into being a medical service that 
would meet all the needs of those who must be 
sick, The medical profession asks that its inter- 
est in the care of the sick be left undisturbed. 
If this is to be classified as a trust, then organ- 
id medicine is a medical trust, and to this 
trust it will strive to be true. The medical pro- 
fession has looked beyond a perfect care for the 
sick to a time when all sickness would be pre- 
ventable, 

We have been accused of having selfish inter- 
ests in the sick in that we oppose all rights of 
others to treat the sick. This we gladly admit, 
for we know that we will use any method that 
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will restore the sick to health. We have a far- 
ther so styled selfish interest in the health of the 
public in that we know that anything that is 
to be a benefit fo the medical profession must 
first be a benefit to the public before it can 
reach us. 

The medical profession has been accused of 
not delivering the best medical service to all 
classes of people. We knew long before anyone 
else that all did not receive the best medical serv- 
ice and from the moment we knew it, we have 
been endeavoring to find ways and means whereby 
all who were sick would receive adequate med- 
ical service. We have accomplished much in 
this respect in the face of much opposition and 
those who have talked the loudest about this 
fault have done the most to prevent an adequate 
medical service. 

Such men have given millions that certain 
classes might have so-called free medical serv- 
ice and at the same time paid wages that so 
lowered the morale of their employees that they 
knew not how and when to use health service. 

In the face of this the medical profession has 
delivered a good medical service unto them that 
failed in results because they could not apply it. 

If industry and social science will evolve a 
plan whereby all may have employment who 
merit it at a living wage and prevent periods 
of unemployment, organized medicine can and 
will render an adequate medical service to all, 
within their ability to pay for it. 

Is organized medicine going to maintain it- 
self? This is a question that we must answer. 
We know that we can, but the fear is that we 
will not. We are individualists and in so far 
as this relates to the practice of medicine, this is 
as it should be, but in our organization, we must 
unite our individualism for the good of the whole. 

In the face of the problems that face society 
today we can well ask ourselves, “Why has not 
our moral and social life increased with our ma- 
terial advance?” Can it be that science has be- 
trayed us and put into our hands those things 
we need least or have we as a people refused to 
keep within us that principle which would have 
made these material gains a blessing rather than 
a curse ? 

There has gone out of the people a something 
that must be put back into them if our civiliza- 
tion is to continue and that something is char- 
acter, that which makes you and we worthy to be 
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trusted and to trust. If organized medicine is 
going to maintain itself it must have character 
and for organized medicine to have character 
the individual physician must have character. 
Then it can have sincerity of purpose and lay 
aside selfish interests which corrupt the individ- 
ual and the organization. 

The principles of organized medicine are 
unselfish and worthy of continuance and will 
continue if there are not men who are corrupta- 
ble, who are willing to open the doors for med- 
ical crime to enter for selfish gain. 

Jacob’s ladder was built for a selfish purpose, 
but no one ever reached Heaven by climbing it. 

Can it be that a profession which is so 
grounded in the soil of idealism as medicine 
is going to admit that it is not capable of 
maintaining an adequate and efficient medical 
service for the public and by so doing become 
a party to giving to the politicians and the 
social welfare worker the right and_privi- 
lege of directing medical service to the people. 
A group that is under the control of government 
agencies, which are already looked upon as be- 
We of 


ing saturated with graft and corruption. 


the medical profession who for this long stretch 
of time have cared for the sick, planned for 
their sickness in advance, sought for and found 
remedies to restore them again unto health, 


sought for and found ways to stamp out dis- 
eases that caused them to be sick; we who have 
dreamed of a day when a cure for every dis- 
ease would be available to every sick individual, 
we who are longing for that Utopian day when 
all disease will be.preventable and sickness and 
pain will be no more; are we to surrender our 
birthright into the hands of those whose only 
interest in the sick is selfish gain. 

Business has said that the medical profession 
should be directed by those who know business 
principles. In this financial storm which has 
been ranging throughout our land since 1929, 
thousands of business men have closed their 
doors, factories have shut down, banks have failed 
on every hand throwing thousands out of employ- 
ment and with these the savings of physicians 
have been swept away. Financiers have with- 
drawn from the storm swept field leaving the 
physician with his patients unemployed and his 
savings that were invested in the advices of these 
business men and bankers gone. 
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On this field, wrecked by those who are 
schooled in business and finance, stands the phy- 
sician fighting disease. Not for a moment has 
he absented himself from his place of duty. He 
has never denied the suffering relief. The rank 
and file of the medical profession are dependent 
upon those whom business and industry have left 
without means of earning a living. 

The doctor, the so-called poor business man, 
deprived of the major portion of his savings and 
income, has managed to keep his office open, his 
home cared for and himself in readiness, without 
aid from outside sources with the exception of 
a few isolated cases. This is the type of man 
of whom it is said, he should have the govern- 
ment to direct him in the care of the sick and 
that business should handle his money. If the 
physician is a poor business man, then the evi- 
dence is conclusive that what business needs is 
this type of a poor business man. 

The facts are that the physician is only a poor 
business man when he permits others to handle 
his business. In like manner will he be a poor 
physician when he permits others to direct his 
medical affairs. 

In the face of these facts, are we going to turn 
over the directing of the delivery of medical serv- 
ice and the adjustment of our economic problems 
to a group who could not prevent the collapse of 
business and finance, to direct about the only 
organization that has not only stood by and held 
what it had but has advanced in the face of the 
obstacles caused by those who want to direct our 
profession. 

I would prefer to leave the subject of medical 
economics to the committee on medical econom- 
ics, but I am constrained to say a few words 
on this important phase of the practice of medi- 
cine. 

In this department of medicine, I am con- 
vinced that organized medicine has the intelli- 
gence to meet its economic problems with a bet- 
ter understanding as to what is needed than any- 
one outside the practice of medicine. I am not 
one who believes that the dollar is the funda- 
mental basis of economics and especially is this 
true in medical economics. In the practice of 
medicine, it is not a question of how much is 
received for service rendered, but how much and 
how good is the service rendered. 

This must. be the first thought of a physician 
in all the departments of the practice of medicine 
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and the department of medical economics is no 
exception and because it is economics gives it 
no right to take its place ahead of service ren- 
dered, the patient must remain the first consid- 
eration. 

There are certain fundamental principles that 
must remain in any system of economics if our 
economic system is to remain in a healthy state. 
Our assets must always at least balance with our 
liabilities. ‘This has not been the modern way, 
which has led us to believe that our liabilities 
were of more value than our assets. I need only 
to quote this well known phrase to make clear 
what | mean, “Enjoy while you pay.” This is 
not fundamental. This will sooner or later cre- 
ate a system in society that robs the masses of 
equal rights of justice, which breeds dishonesty, 
crime and poverty. If right is give justice to all, 
economics must rest and remain solvent in its 
assets. 

Having too much is dangerous in that it cre- 
ates a self purpose to have power which creates 
agreed for more. This destroys production and 
leaves wealth centralized and the masses are re- 
duced to a state of too little which is equally 
dangerous to society as too much. Poverty cre- 
ates a desire to overthrow that which is good 
and the poor retaliate with the greed to destroy 
law and order. 

Making a living has become the biggest thing 
in life with far too many of our people and this 


This 


is equally true in the medical profession. 
is the thing that has upset our medical econom- 
ics. Too many of our profession have been re- 


duced to the place where they feel that their 


biggest task is to make a living. The greed of 
the poor is manifesting itself and as a result 
many are destroying the good in our medical 
ethics with the same reckless impunity as those 
who have too much. This has brought about a 
condition in which we find ourselves working 
against one another instead of working for each 
other. This will eventually, if not corrected, 
cause us to view our patients from the standpoint 
of how much they are worth in money. 

The scarcity of money among the masses, due 
to unemployment and reduced salaries, has 
caused many to seek ways of serving large num- 
bers for small fees and poor service. As a result 
clinics have sprung up here and everywhere. Sys- 
tems of contract practice have been offered to 
attract patients and even individual bidding has 
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been found in many instances. Outside inter- 
ests have taken due notice of this and have been 
quick to realize what it would mean to control 
the medical service of the sick. 

{ need say no more to present the picture to 
your minds. This remains for us, as physicians, 
to realize in our medical economics that our as- 
sets must be greater than our liabilities. Our 
assets are our patients. These assets are stabil- 
ized by the relationship that exists between our- 
selves and our patients. We must know our pa- 
tients and their ability to meet their medical 
costs, then we must adjust our fees to their 
ability to pay. 

In my opinion, this will solve many of our 
economic problems, but if we insist on making 
the practice of medicine a business, then we 
might as well consider state medicine our reward. 

In the midst of this widespread revolt of the 
people against paying for the essentials of life, 
we must not permit the politician with the aid 
of the social worker to focus the eyes of the 
public upon the cost of medical service to the 
exclusion of all else. We, the medical profession, 
must realize that medical economics is not the 
only disturbed economic system that the world 
is facing. 

The public is not resenting the cost of its 
pleasures, be they whatever kind or type, but 
it does resent paying for those things it must 
have to remain in a position to have its full 
share of the pleasures of life. 

Organized medicine can, if it will, demand the 
privilege of adjusting its own economic problems 
and secure this by making a united stand. 

Is it reasonable to assume that those who have 
failed to adjust the economics of government and 
of business will be efficient in shaping and con- 
structing a fair and equitable medical econom- 
ics? Amid all this pondering and wondering, 
one might look out over the costs of running a 
world and ask why, out of all the costs incident 
to living, has the cost of medical care attracted 
the attention of those who happened to be so 
concerned about what it costs a yarticular class 
to be sick? 

This same group does not seem to be worried 
about how much their liquor costs. They show 
but little interest about the cost of their food, 
less about the cost of their clothing, but they 
are vitally concerned about their medical costs, 
most of which is furnished free by the medical 
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profession to the larger number of them. Could 
it be that these kind hearted generous people 
have discovered that the doctor has not always 
been paid for his service and are trying to evolve 
a plant whereby no doctor will ever be called 
upon to render medical service without being 
paid? Be this as you may choose to think, I 
am still of the opinion that medical economics 
had better be left in the hands of the medical 
profession. 

The world is beitig tossed hither and yon and 
swayed beyond balance by a strong wind of 
change until no one dare predict what the mor- 
row may bring. Some even question if our civil- 
ization will withstand the gale and even the most 
optimistic feel a tinge of fear as to what the final 
results will be. That there is reason for anxiety, 
no thinking individuai questions. 

The profession of medicine is not going to es- 
cape the effects of change that will and must 
come in our social order. 

Change has brought many good things to so- 
ciety and it has brought with these a few that 
are not good. Both have increased the responsi- 
bilities of the medical profession. Medicine must 
be quick to recognize these needs and move into 
the open gap. 

The world today has more need for an effec- 
tive and adequate medical service than ever in 
the history of man. The present high degree of 
sensitive personalities incident to rapid change 
has placed humanity in a position it never occu- 
pied before and this position is going to need a 
better and more defined medical art and science. 

The present demands of our complex civiliza- 
tion are bringing a-new type of diseases that will 
requires a higher and more exacting medical sci- 
ence to understand and treat. From out of these 
we are beginning to know that there are blood 
changes that we have not heretofore met. These 
must be understood. Our endocrine system will 
bring forth new conditions which will require 
study. The nervous system of man is going to 
have a strain put upon it that is going to re- 
act to the more common maladies in a different 
manner than in the past. If organized medicine 
is going to ask to remain undisturbed it must be 
ready to cope with these changes. 

If organized medicine is to meet the demands 
of these changing events of society, the family 
physician must remain, since he occupies much 
the same relation and exerts the same influence 
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upon the practice of medicine as does the home 
and family upon the social and economic life of 
America. If America can sacrifice the home and 
family and continue to make progress in her 
social and economic life, medicine can eliminate 
the family physician and maintain a satisfac. 
tory medical service; but if the home is to be 
maintained, the family physician must remain 
to care for the medical need of the home. No 
other type of medical service will meet the needs 
and satisfy the family. 

There never was a greater need for the fam- 
ily doctor than today and I believe that the signs 
point toward greater and better family doctors 
and a greater number, for the opportunities and 
need are greater in this field of medicine than 
any other. 

If organized medicine holds fast to its rights, 
the public will demand from it a family phy- 
sician and organized medicine will supply a fam- 
ily physician who will approach the bedside of 
his patient mentally eqiupped with modern med- 
ical science; but with this, he will bring a per- 
sonal touch which will minister unto him as a 
human being. 

Man cannot make progress without faith. 
This is true because man does not understand 
all things and until man’s mind has made clear 
to him all things he must believe, and to be- 
lieve, he must have faith. 

The science of medicine’is still above man’s un- 
derstanding and until we, as physicians, have 
solved all the mysteries of our science, we must 
have faith if we are to make progress. 

The greatest single need of this new age is 
a clear and strong faith and this is equally true 
in organized medicine (having always had for 
its foundation the belief of truth) which has 
swayed a bit too far from this fundamental prin- 
ciple and has partaken too freely of the greed 
of capitalism. 

Medicine must have faith that right will hold 
safe the heritage which is ours and that we cal 
continue to rise above the selfish interests that 
lead to the destruction of our profession. Our 
faith must be well grounded for it is the one 
and only adequate response that will bring us 
to that place where confidence and trust and 
loyalty will govern our relations one with an- 
other. 

We must be willing to help one another. We 
cannot and will not hold our organization intact 
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and cause it to function to the best interest of 
those true principles of organized medicine un- 
less we are willing to help each other along the 
way. I realize that it is hard for us to have 
faith in each other, for we cannot deny the fact 
that it has been shaken deeply in mankind in 
the last few years. It is hard for us to believe 
in one another in the attitude of trust. 

There are many reasons for this but the prin- 
ciple reason is that we are living in a material- 
istic age. This makes it easy to believe in the 
visible and have faith only in money. The ma- 
terial is ever before us, and we reach for its 
power and gifts, for we know that it gives a 
security for our physical needs. 
hard for us to have faith in the unseen. It re- 
quires a deeper sight than the eye can give for us 
to see our duty to each other. 

Medicine must have a religion. We must 
have a religion through which we can return 
to the worship of those great fundamental prin- 
ciples in which our forefathers in medicine had 
a supreme faith. Perhaps this can best be re- 
established by having in each county society, an 
ethical relations committee, whose duty will be 
to re-establish our faith in our medical ethics. 
It will not matter much what those outside our 
profession may do if we have reason to have 
faith in each other and an ethical relationship 
will give us that reason. 

Medicine is more than a science. 


The pro- 
fession of medicine is more than a mere study 
of the science of the human body in health or 
Its real meaning reaches out from that 
spark of sympathy in which it had its beginning, 
to do good unto those who in faith trust us in 


disease. 


the hour of pain. Medicine means a way that 
will lead to a day when all disease and pain will 
not only have a remedy that will cure and restore 
to health, but to that day when the cause of dis- 
ease and pain will be no more. 

If'we propose to do this, our religion must 
rest upon the unseen, that truth and right and 
good will, shall be the ruling power. In a word, 
we must measure up to that place where we 
dare to live our medical lives for the good of 
our profession and those who trust us. To do 
this, we must have faith in each other, for it 
is faith that roots man to his convictions and 
issues of life. 

As I close my talk to you, my year as presi- 


This makes it 


CHARLES S. SKAGGS 505 


dent is drawing rapidly to a close and soon it 
will be my duty to hand the gavel of authority 
to my esteemed friend Dr. Charles B. Reed, to 
carry on. 

There is a need of a closer cooperation and un- 
derstanding between the membership and the of- 
ficial family. For a number of years I have felt 
that the membership should understand and 
know the officers of the state society better and 
that the officers should know what the member- 
ship was. thinking and what they expected of 
their officers. I have with the help of our 
secretary, done everything possible to supply this 
need by personal contact. 

There is a great need for a greater personal 
interest from the individual member. He must 
be made to know that he has an individual re- 
sponsibility and is needed and that he must meet 
his responsibility if organized medicine is to 
remain what he wants it to be. 

The county society must come to realize that 
the officers cannot do all that is needed to be 
done. Each county society must swing into ac- 
tion if organized medicine is to be made secure. 

There must be a closer ethical relationship be- 
tween individual physicians. This in my opin- 
ion is the greatest weakness that exists in or- 
ganized medicine today. If organized medicine 
is to have strength there must come into being a 
true respect for our medical ethics. We cannot 
be untrue to one another and have organized 
strength. 

The abscence of this bond allows the strength 
of organized medicine to lie dormant. Within 
this bond lies a potential power that would for- 
ever safeguard our profession and make secure 
a safe and efficient medical service for all. To 
bring these things into being, I have labored and 
with your help I know that much has been ac- 
complished. 

In Holy Writ we read that “A good tree can- 
not bring forth evil fruit.” Much depends upon 
the tree of medicine. 

Again we read these words, “And the Lord 
God took the man and put him into the Garden 
of Eden to dress it and to keep it.” There is 
no more beautiful and essential garden in the 
estate of human affairs than the Garden of 
Medicine. You and I, as physicians, have been 
placed in this garden to dress it and to keep it. 
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A SURVEY OF THE MEDICAL 
SITUATION 


Cuares B. Reep, M. D. 
CHICAGO 


The medical man of today is deeply affected 
by the universal social unrest. Change is under 
way and further change impends. Therefore, it 
is not unwise to look briefly at the medical prob- 
lems of the past and present in order to sur- 
mise and comment somewhat as to the future. 

In days which our elder men may now recall, 
the doctor of the old school practiced under cir- 
cumstances which offer much to commiserate but 
much more to admire and applaud. In place of 
a powerful gas driven chariot, glassed in and 
artificially heated, the doctor was lucky enough 
to have an old horse hitched to a buggy, as it 
was then called, with reins which passed through 
slits in the boot for wet weather and with a 
lighted lantern between his feet for warmth in 
winter. In those days, now happily outmoded, 
the doctor’s business was a real chore. To some 
extent he supplied his own drugs, did his own 
nursing and heard from the patient only when 
he made his visit. 

With such accessories the doctor saw his friends 
and acquaintances pass away with typhoid fever 
and undiagnosed appendicitis. His professional 
children died of diphtheria, singly or in groups, 
in spite of the most assiduous local applications, 
and beautiful girls and brilliant boys coughed 
themselves out of the busy world with tubercu- 
losis. 

Antisepsis was not wholly accepted, asepsis was 
unknown and chlorinated water as a preventive 
of typhoid, undreamed of. Bacteriology was in 
its infancy and surgeons were still talking of 
“laudable pus” and “union by first intention.” 
Vaccination, of course, existed and, though bit- 
terly opposed by ignorance, prejudice and Phar- 
isaism, it was the red thread which ultimately 
led to the broad field of immunization in other 
diseases. 

According to our knowledge today, such a state 
of affairs is a dreadful memory in which tableau 
after tableau of heart rending scenes are forced 
daily and weekly into consciousness. To walk 
up and down, tortured with fear for the life of 
some ebbing soul was a too frequent experience, 
while the “one horse buggy” often stopped a 
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block from the house until the doctor gathered 
courage to face a patient burning up with fever 
and a frightened family disheveled and sandy 
eyed from an all night vigil. The doctor worked 
according to his lights, but it took more than 
lights. It took an intestinal equipment of three, 
or even four, dimensions. 

Anesthesia, happily, was the one redeeming 
feature of the period, and many a man went into 
surgery to avoid the distressing scenes of pain, 
suffering and parental despair which he was 
powerless otherwise to prevent or mitigate. The 
conquest of pain by anesthetics and narcotics has 
developed so remarkably in the last few years 
that it is no longer necessary for afflicted hu- 
manity to gird up the loins and stoically with- 
stand distress and anguish of body and mind for 
more than a few minutes. Science has triumphed 
over sensation. 

Based securely on Science, Medicine has fol- 
lowed and partaken of their reciprocal fortunes 
so that in the great awakening which has made 
the 19th notable among centuries, our profession 
received a quickening impulse more powerful 
than in any period of its history. The age of 
empiricism disintegrated with Darwin and the 
expansion of scientific knowledge began. From 
the ashes of empiricism the medical Phoenix 
arose in the golden plumage of its glorious re- 
birth. 

“For a man who has not gone through the 
earlier stages of medical progress it is hard to 
realize what a contrast there is, in our knowledge 
at that time and now, in terms of health, phys- 
ical comfort and postponement of death.” The 
change was appropriately associated with, though 
not ushered in by, the telephone and extraordi- 
narily emphasized later by the Roentgen ray. 

In the short fifty years that are covered by 
the eleven editions of Osler’s “Practice,” the art 
of medicine became an authentic science. Prin- 
ciples which explained the origin of important 
groups of diseases were firmly established. The 
most significant of these was the bacterial source 
of suppuration and the infections which pro- 
duced all of Modern Surgery. Then came the 
theatric appearance of antitoxin, the Pasteur 
treatment of hydrophobia, the cause and preven- 
tion of typhoid, bubonic plague, tetanus, cholera, 
malaria, hookworm, whooping cough, scarlet 
fever, yellow fever, Malta fever, mountain 
fever, sleeping sickness, infantile paralysis, the 
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cure of syphilis and the prevention of blindness 
in the newborn. The miraculous resuscitation of 
the cretin and myxedematous adults sprang into 
existence and the efficient treatment of other dis- 
eases by glandular medication aroused the world 
to the extreme importance of secretions from the 
ductless glands. 

Besides the infections, conspicuous advances 
have been made in metabolic and degenerative 
diseases, though no one has thrown such an il- 
luminating ray on these mysteries as Pasteur 
did for the infections. Cocaine, adrenalin, in- 
sulin, pituitrin, and a thousand new agents have 
been added to the therapeutic armamentarium. 
Hypodermic medication, with its innumerable 
ramifications, has come into general use to pre- 
vent and cure human ills. 

The action of drugs has been standardized and 
the curious elements called vitamines are rap- 
idly gaining ground. A definite comprehension 
has developed about food anomalies and deficiency 
diseases, such as beri-beri, pellagra, scurvy, rick- 
ets, diabetes, and pernicious anemia, while al- 
lergy reactions have clarified many obscure prob- 
lems in pathology. There was never a period 
when diet was so well understood or played so 
discriminating a role in the care and prevention 
of disease as today. 

The theory of vaccination, which was ridi- 
culed upon its introduction (1798), fought its 
way forward very slowly. The world was not 
ready for it. Medical men were provoked be- 
cause its operating principle was not demon- 
strable and conservative men were repelled by the 
agony of a new idea. Religious people consid- 
ered it wicked to have a disease which Providence 
had not seen fit to inflict, while the unsophisti- 
cated did not like to make themselves ill of their 
own accord. 

Vaccination for smallpox, however, was finally 
accepted and knitting with this slender thread 
the doctors added more and newer fibres until 
a splendid tapestry of immunization was fash- 
ioned which contained diphtheria, tetanus, ty- 
phoid, rabies, scarlet fever, cholera, bubonic 
Plague, sleeping sickness, epidemic meningitis 
and infantile paralysis. 

Medicine began to be the science of prevent- 
ing illness rather than an obligation to carry the 
patient through it. Prevention of disease is the 
modern culmination of animal experimentation 
which began scientifically with Harvey’s discov- 





ery of the circulation of the blood in 1616. Pre- 
vention of disease must be expanded and taught 
not only by treatment but by the clearer differ- 
entiations of epidemiology as a science. Thus it 
becomes again the high duty of the physician to 
diminish and destroy the rewards of his labors 
as in the Age of Titans, the God Saturn de- 
voured his own children—as Time, the glutton, 
consumes and devours all things. 

Without exception, every one of the victories 
over disease which have been mentioned has been 
won through post-mortems and through elaborate 
experiments upon frogs, mice, guinea pigs, rab- 
bits, cats, dogs, cows, horses, monkeys, and zeal- 
ous, self-sacrificing men. 

From Harvey on circulation and Hunter on 
ligature of bleeding vessels and the facts of col- 
lateral circulation in the 17th century through 
Tiedmann’s study of digestion, the work of many 
observers on the heart and lungs, on inflamma- 
tion and wound infection, Claude Bernard’s in- 
vestigations on the liver and sympathetic ner- 
vous system up to and including the grand pyro- 
technic display of the last eighty years wherein 
more than twenty previously fatal diseases be- 
came definitely preventable and curable, animal 
experimentation has been the sure and effective 
road to knowledge. 

Nor have our fellow animals themselves been 
neglected. They, too, have been safeguarded as 
well as their owners. To the list of human 
blessings must be added the control of anthrax 
in sheep, swine fever, chicken cholera, glanders 
of the horse, silkworm disease, tuberculosis of 
cattle, and distemper of dogs. In the matter of 
distemper alone, Science has done more for the 
health and happiness of our dog friends than all 
the misdirected sympathies of the sentimentalists 
and publicity seekers. 

It would seem as if no one could learn of these 
brilliant accomplishments without a thrill of 
admiration and a warm sense of appreciation and 
gratitude for the men who have succeeded in 
preventing multiple fatalities and widespread 
epidemics. 

But this was not to be. Every step has been 
opposed by the ignorant and bigoted who feared 
for the safety of their favorite fetish. This 
warfare still goes on. The dwindling residue of 
the anti-vaccinationists of the past has been 
joined by the anti-vivisectionists of the present. 
In this group of fanatics, reactionaries of every 
degree of hebetude have acquired a congenial 
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environment. Here are found the fatuous, the 
fanatic, and the purposely perverse who are con- 
demning and fighting the scientific methods 
which have kept them and their friends on earth. 
They strive to hold back the forces of civiliza- 
tion by amputating the hand of rescue. 

Not infrequently also, women clothed for com- 
fort and adornment in skins of animals that 
have suffered for days in the traps will spend 
"unmeasured vitality combatting scientific ex- 
periments on anesthetized dogs. Such an ar- 
rant incongruity recalls the ancient comparison 
of Satan, sitting on the wharf of Hell and re- 
buking Sin. 

All these factions, cults, and unsystemized per- 
sonalities oppose the progress of that science 
by virtue of which they live. All fight rational 
health improvement in behalf of some pet dog- 
matism which means more to them than any 
human betterment. A kindred example of the 
mental stagnation and emotional obliquity which 
resists social progress is found among the people 
who resent the introduction of bath tubs and 
show the depth of their aversion by using them 
as potato bins. 

Science can contribute abundantly to the se- 


curity and happiness of humanity but it cannot, 
as yet, endow cranks and cultists with intelli- 
gence and balanced brains. 


Nevertheless the boons that medicine has 
brought to man are priceless. The greatest dif- 
ficulty is to get these boons to the people who 
need them. The occasional lack of medical care 
is not the fault of the doctor. Many families are 
wedded to the cults and will not attempt relief 
except in their own thaumaturgic way. Others 
are perverse, improvident or obtuse while an ex- 
tremely large number are immature and always 
will be. They have no sense of deficiency, no 
impulse to change nor any desire to cooperate 
but they do have an overweening eagerness to 
be fed, clothed and medically cared for without 
personal effort or expense. These important ac- 
cessories having been provided by the State and 
the doctors the birth rate among them steadily 
rises. ‘To this constantly expanding futility 
medical men are donating $350,000,000 in serv- 
ice every year. 

This therefore is the burden which the medi- 
cal man faces. This burden he must strive with 
and lift. No wonder he grows weary and de- 
pressed. No wonder after a brief, infrequent 
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holiday he says to himself, or his intimates 
“what happy hours were they in their contrast 
of sloth and indifference, with the anxiety of 
mind with which in practice, one goes from one 
responsibility to another and always with the 
thought that while meaning to do good, one may 
through carelessness, or inadvertence do harm.” 

As one doctor leaves the scene another, usu- 
ally younger, comes forward vigorous with hope 
and power, to take his place. Every vacancy 
makes opportunity for one or more new claim- 
ants, through an aberrant form of ambition pos- 
sibly, who strive with eager emulation to win 
and retain a precarious and often distressing 
position which demands anxiety, reflection and 
insuperable equanimity. 

The young men who have been venturing into 
practice since the new century began, come fre- 
quently to mind. Watching them as students 
and as internes we see them go out from the hos- 
pital with a technical equipment which would 
have given them a world wide fame as special- 
ists in the 19th century. In medicine, surgery, 
obstetrics and pathology they are superbly pre- 
pared to meet any emergency. They find loca- 
tions and gradually build up an acquaintance 
which relies upon their skill, devotion and judg- 
ment. They are immeasurably useful to their 
patients and their communities. They are rec- 
ognized and esteemed by the characters they have 
formed and by the poised and pervasive person- 
ality they display. Medicine is an exacting mis- 
tress to its devotees and yet there is no pursuit 
which possesses at the same time so much unity 
and so much variety. 

The doctor of today has a divine discontent 
because he is conscious of his worth. He real- 
izes his competence, and has the courage of his 
faculty. He is anxious to exert himself, to uti- 
lize his talents, to demonstrate his technical mas- 
tery over disease. He justly desires both the 
opportunity to display his efficiency and_ the 
public recognition thereof. But alas! he has 
been betrayed by his own excellence. He is him- 
self responsible for the fact that in a city of 
more than 3,500,000 people only four or five 
hundred cases of contagious disease are Te 
ported for most weeks of any year. Less than 
a hundred pneumonias, none to six diphtherias, 
and no typhoids are bulletined week after week 
and month after month. Up to 1875 one woman 
out of every five died of infection during 
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childbirth while now many hospitals will go 
year after year without a single case of puerperal 
infection. 

Ought this condition to distress us, or should 
we rather be proud of the technic which has 
made it possible? Ambitious men of the last 
half century eager to burst the bonds that crip- 
pled their art, discovered through vivisection the 
secrets of physiology and pathology which bring 
about these results. There are regions indeed 
where such reports cannot be issued but they 
are becoming fewer as the enlightened doctors 
carry their influence and technical training to 
wider fields. It is the natural consequence of 
thorough education in the basic sciences, and 
in the constant apposition of student and dis- 
ease by clinical confrontation. 

The great clinical teachers of the past inspired 
their classes with enthusiasm and taught them 
from their wide and ever growing experience. 
They cultivated powers of observation and im- 
pressed upon their students the clinical pic- 
tures of disease. Is it possible, we wonder, if 
some of these great teachers have been sacrificed 
on the altars of the laboratories. Diagnoses are 
now made by laboratory analyses, x-ray exami- 
nations, metabolic readings, electro-cardiograph 
tracings, and bio-chemical studies. All of these 
tests are of extreme interest and value to the 
teacher and student but do they not tend to take 
from the doctor that deftness of manipulation 
which characterizes the expert? 

The doctors are repair men, not of machines 
but of bodies, and prevention of disease is an 
essential part of their work today. Their tech- 
nical pride, ambition, and social outlook make 
it necessary to sustain and repair the old and 
the young, the curable and incurable, the mad- 
man and the fool. They preserve at infinite 
cost, and at infinite loss to society, the incompe- 
tent and unfit of every grade, type and degree. 
In this process the doctor deliberately and con- 
sciously, as a phase of modern progress, vio- 
lates one of Nature’s most stringent rules and 
purposes regarding the human animal and one 
which is paramount in all other forms of exist- 
ence in Nature. 

But many medical men, notwithstanding their 
success, their competence, and pride of perform- 
ance are justly unhappy over the conditions 
which they face today and discouraged about the 
future. They look around them. There is no 


CHARLES B. REED 509 


man in their community who performs the du- 
ties of life better, or carries his responsibilities 
more seriously. Then Dives drives by, the mag- 
nate of the woolen mills perhaps, or the watch 
factory. He rolls down the street in a com- 
modious car with a complacent smirk on his face, 
or a portentous frown depending on the pose he 
chooses to assume. 

It must be, thinks the doctor, that this man’s 
days are passed in cocktail contemplation; in 
languid tea-tabular felicity, or even in the ele- 
gant immoralities of an idle opulence. Possibly 
the days are thus frittered away. They well 
may be for the loyalty of Dives to his idol is 
like the devotion of the Egyptians to the god 
Apis,—they chose a calf to adore and it can 
never be anything else e’en though it be the 
golden calf of the Pentateuch. 

For the moment the doctor is peeved for it is 
not given to the children of men to be philoso- 
phers without envy. He is envious because it 
is irksome to spurn obvious delights and live 
laborious days. Then he laughs in his sleeve. 
The reasoned understanding, the technically 
trained, farseeing sagacity of the medical man 
recovers itself and he knows he would be bored 
by the futility and humiliated by the emptiness 
of a life so idly disposed while important prob- 
lems remain to be solved and sick people restored 
to health and happiness by his personal skill. 

The doctor realizes as no one else can that 
happiness is secured only by absorption in some 
vocation which satisfies an innate restlessness of 
spirit. He has “bestridden wild steeds and will 
lead sumpter mules no longer.” The song of 
the sirens leads him on and “he dreams of slav- 
eries redeemed, of brave revolts, and fate con- 
fronted in the high splendor of disdain.” 

Naturally those who work hard are cross if 
they fail of reward and those who desire ar- 
dently are vexed by non-suceess but the doctor is 
a philosopher. He has taken his place in life and 
no one but himself can demean it. Although 
he is rarely contented yet he has his happy mo- 
ments. The depth, width and extent of his work, 
its bewildering diversity, its vivid discoveries 
and its scientific truth sprinkle his life with joy. 
So too, does humanity, rich in good will and in- 
timate associations. 

The wise doctor therefore develops coolness 
and imperturbability while waiting for profes- 
sional emergencies and preferment. In these 
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days of doubt and discouragement he may find a 
peculiar solace in an avocation. His mind is 
rested and its tension relaxed by setting another 
portion of the brain to work; a part which has 
been lying dormant while professional claims 
and anxieties engrossed its fellow. Highmore 
discovered his antrum while waiting for pa- 
tients. Jenner drew comfort from the violin 
and recognized the truth of vaccination while ob- 
serving cattle. Clopton Havers found the Ha- 
versian canals during hours of leisure. He pur- 
sued his canals as an avocation. 

The use of an avocation is not to help the 
doctor into practice but to console him for want 
of it and especially to rest the soul wearied by 
too much responsibility for like Martha one be- 
comes tired from over much serving. The health 
and welfare of a rational man requires the sem- 
blance of industry to preserve his pride and its 
actuality to preserve his soul but a change of 
industry provides a new orientation, a provoca- 
tive point of view, and strengthens that art of 
detachment which is a very present help in time 
of trouble. 

Let the avocation then be whatever an in- 
terest invites, be it cultural or practical, for man 
does not live by bread alone. Not for communi- 
cable satisfactions but for things remote and 
even fathomless. He may go to the laboratory 
or to literature, to painting or photography, to 
etching like Hammerton or to fishing like 
Henschell in the firm confidence that living 
largely, even in cold thin atmospheres at times, 
is better and more stimulating to mind and 
body than a narrow success with its gregarious 
ease for as Stevenson says, “it is better to travel 
pleasantly than to arrive.” 

All this is true but what can the medical pro- 
fession look for in the future from the Socialis- 
tic forms of medical practice which are pro- 
posed today? This brings up another aspect 
of the question which bears down crucially upon 
them all at present. The Government has taken 
hold of various branches of medicine in a way 
quite undreamed of in earlier years. These 
interventions have not been altogether unsound, 
nor undesirable whatever criticism they may 
inspire. 

The common problems of hygiene and sani- 
tation, of epidemics and public health are really 
governmental responsibilities for only such au- 
thorities have the resources, equipment and ap- 
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purtenances to work on the vast scale which these 
extensive enterprises demand. In these matters 
Government has assumed certain functions which 
may reasonably belong to it but in its efforts to 
regulate public health and intervene more par- 
ticularly in medical affairs, it has, without due 
examination of their fitness, encouraged the cult- 
ists and others who are not qualified by educa- 
tion, or mentality, to practice medicine and have 
no consciousness of the dangers which their in- 
trusion involves. In consequence the vital inter- 
ests of the public have been seriously impaired 
and its health imperiled. 

“Tn a democratic society there is always the 
tendency to penalize the efficient and prosperous 
for the benefit of the weak, the shiftless, the idle, 
and the slacker; to take from the thrifty and 
give to the unthrifty and make those who have, 
spend on those who have not.” In other words, 
like the trade unions, to bring all down to the 
level of the lowest and most incapable instead of 
trying to inspirit, elevate and organize the hope- 
ful part of the mentally or physically afflicted 
into some degree of virility and independence, 
by developing their manhood. 

In the last few years this movement has ad- 
vanced rapidly under the encouragement and 
subvention of the Foundations and after the on- 
set of the depression it received a renewed im- 
petus from Social Theorists so that now we 
flounder about in a tempestuous sea of socialistic 
experimentation. The advocates of change have 
found close at hand the State with its great and 
undeniable influence and they strive and scheme 
to use the vast machinery of the State to replace 
objectionable and impeding opinions with others 
more consistent with their theories and ambi- 
tions. 

The first vocation to feel the direct effect of 
this campaign is medicine, for sickness and mis- 
ery, disease and trauma are all about us and 
elicit universal sympathy. Yet only an extraor- 
dinary egotism, a feeling that he is wiser than 
the rest of mankind, or more self seeking, would 
permit a person to assume that he could—with- 
out medical training—regulate the medical needs 
of a whole people who desire to and are better 
qualified to manage their own affairs and to 
greater satisfaction and advantage. Neverthe- 
less the Social Theorists persistently urge their 


purpose to administer for the patient and the 


doctor. It does not matter that medical men 
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are more anxious than others to meet their so- 
cial, public and professional obligations and are 
more unselfish in doing so. In part doubtless 
the very willingness of the doctor to help, to 
cooperate and lend his time, energy and profes- 
sional skill to eleemosynary movements and in- 
stitutions is the weak spot in his armor which 
invites attack, for the inherent nature of his 
calling makes the doctor his own worst enemy. 

State medicine and Health Insurance are of- 
fered as panaceas and the assault in these socio- 
logical adventures is led by multiple groups of 
professional altruists, salaried doctrinaires and 
freakish philanthropists who are obsessed by the 
idea that they must act as benefactors and up- 
lifters to the lazy, the improvident and the 
drones, the incompetent and the subnormal. 
Moreover the ambitious worker is deprived 
through the same agency of his pride and self- 
respect. If this principle is carried to its logi- 
cal conclusion so that everyone joins the bio- 
logic bankrupts and the Social Theorists on the 
public payroll who, it may be asked, will pro- 
vide the universal dole? 

The Social Theorists profess to live not for 
themselves but for the world. When sincere they 
have a Messianic complex up to the point of self 
sacrifice. Mostly they yearn to be the inter- 
mediary who directs the patient to the doctor 
and the doctor to the patient and thus exploit 
both for personal advantage. From ignorance to 
arrogance is but a step and these people are 
drunken with a dream of cosmic communism in 
which they hope to attain positions of impor- 
tance and sit, however obscurely, in the seats of 
the mighty. They like to fancy they are doing 
God a service but analysis leads one to infer 
that they are enjoying the sublime, if unwonted, 
pleasure of acting from above, ostensibly for the 
benefit of humanity but actually for selfish re- 
lease of their own emotions by means of other 
people’s money and other people’s service. 

Although fundamentally ignorant of the medi 
cal viewpoint yet the Social Theorists are shrewd 
enough to appreciate the cardinal importance of 
the doctor’s position and are eager to capitalize 
it so far as their opportunities permit. Their 
self indulgent meddlesomeness merely compli- 
cates a problem already difficult. “Tyrants,” 
stid Lincoln, “bestride the necks of the people 
on the plea that it is for the people’s good.” 

Thus socialism in medicine goaded onward by 
2 ambitious, organized mediocrity, smiled upon 
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by a genial and compliant Government, and 
encouraged by political hopes, inches along and 
elbows in, undeterred by sound objections which 
are iterated and reiterated with no more influence 
or effect than the early protests against Prohi- 
bition. The human mind may learn by weighing 
freely the arguments pro and con but in this 
medical business the Theorists are bent and de- 
termined upon using a hapless and crippled hu- 
manity as a form of animal experimentation. 
Discussion and disputation are as hopeless and 
vain as the preaching of birth control in a rab- 
bit warren. 

Action by Congress must be expected as a 
consequence of this self-exploiting propaganda, 
in spite of earnest and intelligent opposition. No 
one can foresee what direction the move will take 
but it is hoped, before a change is attempted, 
that our public men will find a little time for 
independent thought, however painful the act 
may be: a reasonable time for patient and anx- 
ious reflection, lest what they produce may be 
hateful alike to God and to the enemies of God. 
Never has the world needed precepts of daring, 
courage, individualism, more than in this age 
of cowardly self seeking, wherein beguiling prom- 
ises of professional altruism with its soulless 
well being and the sleek Sophistries of the Social 
Theorists seem to menace our very existence. 

No one can conduct the business of medicine 
as well as the doctors who are personally and vi- 
tally interested in its success. The Social Theo- 
rists and officious charity exploiters have in view 
only administrative opportunity and substantial 
salaries. They are fishing hopefully in troubled 
waters. 

All the hitherto suggested changes in present 
methods of medical practice are wholly unneces- 
sary and unwise. It is unnecessary because sta- 
tistics show that America already has a lower 
morbidity and mortality rate than any other 
country where the practice of medicine is either 
independent or managed by the State. It is un- 
wise because Government interference not only 
impairs and breaks up the legitimate perform- 
ance of medical work but brings into being a 
bureaucracy which adds unreasonably to politi- 
cal power and expense. 

Bureaucracy in medicine debases the recipi- 
ent, destroys the freedom of the people in the 


most serious emergencies of life and takes from 
the ‘physician his proper pride and ambition. 
This experience has been repeated time after 
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time in the European insurance schemes where 
the people are herded into groups and given 
“chain-store” medication by apathetic physicians. 

To put the practice of medicine into a bureau 
controlled by Social Theorists and “Charity 
brokers” is as stupid and mercenary as to gather 
all the painters, sculptors and architects into a 
union under the management of a political “lame 
duck” who needs the salary. 


Any such appointment would be disastrous 
to the principles and practice of art but if by 
chance the administrators were as intelligent, 
as they are self-centered, they could form a bu- 
reau of such political power that nothing short 
of a bloody revolution could abolish it. A law 
of life requires that power once obtained tends 
to expand indefinitely and the more skillful and 
scientific the administration becomes the more 
dangerous is the bureaucracy for no well estab- 
lished political organization would permit a re- 
form contrary to its interest. The hope there- 
fore in a departmental practice of medicine 
would lie in the low intelligence quotients of 
the Social Theorists and charity merchants who 
might become the political heads of the projected 
bureau. 

The anti-vaccinationists although ignorant and 
prejudiced were at least honest. The anti-vivi- 
sectionists, owing to an innate perversity of tem- 
perament, are inconsistent and purblind in their 
opinions but the Social Theorists are not only 
acting in conflict with the laws of nature but 
they are pure racketeers who, like the gunmen in 
the unions, will stop at nothing to secure for 
themselves place, profit and power. In conse- 
quence an organized hypocrisy is on the march. 

The enormous expense is not to be discussed 
since in these days of abundance a few billions 
of dollars are scarcely noticeable but the burden 
will be keenly felt when the bill is being paid. 


The Health Plans thus far projected carry 
with them the threat both of professional deterio- 
ration and biologic stagnation but if enacted 
the injury will fall upon medical progress rather 
more at first than upon the personnel for the 
racketeers will step carefully until their organi- 
zation is generally accepted. On the other hand 
the doctor’s usefulness is too great not only to 
the bureau but to the public. He is too well 
entrenched also by contact and tradition in the 
wove and confidence of the people to lose caste 
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seriously. He supplies a need which no one 
else can. “He may be unpaid but he is not um. 
employed.” In this recent catastrophe the meii- 
cal profession has suffered more and given mor 
than any other group but in spite of this the 
“still bloody but unbowed head” of the medical 
man is relatively safe. 

With the numerous and diverse changes which 
hover about the doctor it would be hazardous to 
predict the duration of this security but I be 
lieve it will last as long as the sons maintain 
the ideals and traditions of the fathers. 


No other profession can boast the same u- 
broken continuity of methods and ideals. It is 
“organized experience guiding itself by the 
tongues of beacons lapping at the darkness,” 
The doctors can be justly proud of an apostolic 
succession which comes down to them from Hip- 
pocrates. Schools and systems of medicine have 
risen, flourished and disappeared but medicine 
itself, embedded in the luxuriant, life-giving 
soil of science must go on growing, expanding 
and developing so long as humanity is weak, 
and organs fail, and bacteria multiply. 
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SIMULTANEOUS BILATERAL OPERA- 
TIVE REMOVAL OF RENAL AND 
URETERAL CALCULI 


Report of a Case 
Louis D. Smiru, B.S., M.D., F.A.C.S. 


CHICAGO 


The choice of operative attack in bilateral 
renal and ureteral calculi still meets with no 


unanimity among urologists. Authorities of re 
nown array themselves equally on either side of 
the fence, some advocating attack on the better 
functioning kidney first; others are for oper- 
ating on the poorer side first. All admit circum- 
stances may arise in individuals which would 
make each a case unto itself. 

The incidence of simultaneous bilateral lithi- 
asis is estimated as being nine to fourteen pe 
cent. of urinary calculi. At post mortem, % 
much as fifty per cent. was found to be bilateral. 
It is strange that the discussions of simultaneous 
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bilateral operative attack have been so meager. 
Blum! in 1923 was the first to recommend it. 
He performed the operation in eight cases up 
to 1930. Stevens,? although he believes the 
simultaneous operation is hazardous, can find no 
objection to the procedure if the stones are small 
and easily reached by ureterotomy or pyelotomy, 
and the patient’s general condition and renal 
functional tests are good. He had thirty-three 
cases Of bilateral stone in which he did simul- 
taneous bilateral removal in three cases without 
adeath. One of these three was a case of anuria 
due to bilateral ureteral stone in which the non- 
protein nitrogen was 107 mgm. per 100 c.c. of 
blood and the creatinin 4.5 mgm. The removal 
of the calculi was followed by almost immediate 
restoration of the urinary flow. Twinem* re- 
ported one case of simultaneous bilateral opera- 
tion performed with the patient lying face down 
on the table. Fedoroff* favors the one step op- 
eration only in case of anuria or blocking of 
both sides, or when it is impossible to diagnose 
the location and site of blocking. He does not 
report any personal cases. Four cases were re- 


ported by Leschnew and Levant, one case each 
by Tenani,© Mamikonoff? and Lobmeyer,* and 


two each by Frangenheim® and Dziembowski.’® 
Kuemmel is quoted by Mamikonoff’ as favoring 
the simultaneous operation but reports none for 
him. Swift Joly** says that in case of bilateral 
aseptic stone, small and single, if the renal func- 
tions are approximately equal, simultaneous re- 
moval is advisable, unless the stone on one side 
is high up and on the other low in the ureter. 
In the latter type of case, the operation may be 
too prolonged for safety. In calculous anuria he 
advises being prepared to operate on both sides 
at one sitting if the first kidney appears to be 
dbviously too greatly damaged to carry on. He 
reports No cases. 

Hryntschak,’? who reported seven personal 
cases, believes bilateral simultaneous operation is 
contraindicated in 1. aseptic cases when the 
stones are so small as to be expellable, 2. when 
they are fixed in the calyces and are “silent,” 3. 
when they are the large, stag-horn type, unless 
there is diminishing function, in which case 
he performs a bilateral nephrostomy, and 4. 
when they are so numerous that the chances for 
complete removal are nil. He believes the simul- 
taneous bilateral operation is indicated in in- 


fected cases because of the progressive destruc-— 
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tion of the renal parenchyma which infection 
induces. He found in the literature up to 1932 
only 26 cases, including his own. 

The reported cases to date then total 30, in- 
cluding the three of Stevens? and one of 
Twinem.* There was no fatality in all these 
cases. The types of operations performed were 
bilateral ureterotomy, pyelotomy and nephrot- 
omy, pyelotomy and ureterotomy, pyelotomy and 
nephrectomy, pyelotomy and nephrostomy, pyel- 
onephrostomy and nephrectomy, nephrotomy and 
nephrectomy, pyelotomy and pyelonephrotomy. 
In one case of Hryntschak’? a bilateral ureter- 
otomy was done in a horse shoe kidney. 

The advantages of the. bilateral simultaneous 
operation in properly selected cases are: 1. Both 
kidneys are at. once freed of stone, infection and 
further damage. 2. The patient is subjected to 
only one operation, thus eliminating the fear of 
twice going through the ordeal that such opera- 
tions entail. 3. Convalescence is shortened and, 
therefore, expense and disability are diminished. 
4, It is apparently safer than the two-stage oper- 
ation, as witness in the latter method the figures 
of Israel with a mortality of 2.25 per cent., 
Mayo’s, 0.6 per cent; Fedoroff, 10 per cent, Ste- 
vens with no deaths in the one-stage in three 
cases and five deaths in thirty cases when the 
two-stage operation had been done. 5. Local 
post-operative treatment can be instituted earlier 
on both sides. 6. Elimination of the possibility 
of obstruction and further damage on the side 
not operated on while awaiting recovery from the 
first operation. The disadvantage of the simul- 
taneous bilateral operation is the length of time 
consumed, which consideration, however, must 
be negated since there has been no mortality and 
less morbidity. 

With the decision for a simultaneous bilateral 
operation made, the attack should be begun on 
the clean side, but if both are aseptic or if, as 
is usual, both sides are infected, operate first 
on the side which is amenable to the more con- 
servative treatment; for example, a ureterotomy 
or pyelotomy when the other side may require 
a nephrotomy or nephrectomy. But when one 
side is definitely obstructed, as evidenced by sub- 
jective and objective findings, the indication is 
to begin on the obstructed side. Such a situa- 
tion would occur with a stone lodged in the 
ureter on one side (a stone in the ureter is more 
apt to block) and in the renal pelvis on the 
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other. The reason is obvious—it may be deemed 
advisable not to proceed with the other side be- 
cause of the time consumed and decline in the 
patient’s condition. 

I wish to add the following personal case: 


B. S. a steel worker, aged 44 years, referred by Dr. 
H. B. Colver, entered the South Chicago Community 
Hospital September 17, 1934, with the following com- 
plaint: Pain on the right side, eight years duration, and 
on the left side, seven years duration. He was. per- 
fectly well until eight years ago, when during work 
he was seized with an attack of excruciating, colicky 
pain in the right kidney region radiating to the scro- 
He was hospitalized and a diagnosis of appen- 
dicitis was made. The pain lasted for three days. He 
refused operation. Six months later, he had a similar 
attack lasting a few hours but less severe than the 
first. A year later he had an attack on the left side. 
These attacks were accompanied by ‘vomiting but at 
no time was blood seen in the urine. In the past year 
the attacks increased in frequency, often at intervals 
of two weeks, but never accompanied by gross hema- 
After each attack he believed he passed larger 
During the past 


tum. 


turia. 
quantities of urine than was usual. 


year he has had constant aches in both kidney regions, 
making it almost impossible for him to work. 
last eight months he lost thirty-five pounds in weight. 
For the past two years he has had frequency of urina- 
tion, occasional burning and often attacks of vomiting. 

The physical examination revealed a man ‘six feet 
despite 


In the 


tall, who an. apparent. considerable loss of 






















Stone in lower right 


Fig. 1—Intravenous urogram. 
ureter and in upper left enclosed in shadowgraph ‘me- 


dium. Right and left sides are reversed. 

weight, appeared in good condition. Examination by 
systems revealed nothing abnormal. The blood pressure 
was 120/88. There was marked tenderness over~ both 
kidney regions in the back. Deep pressure just below 
McBurney’s point caused him to wince. There was 
some rigidity at this point. 
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Laboratory data: Wassermann and Kahn tests nega- 
tive. Blood: non-protein nitrogen: 31.6 mgm. per 109 
c.c. Red cells: 4,360,000: Hemoglobin: 70%. White 
cells: 10,300, of which 71% were neutrophils. The 
urine was alkaline in reaction, 1.008 specific gravity, no 
albumin, no sugar, occasional red cell and many ‘pys 
cells. 

X-ray: A flat picture showed -on the right side 3 
shadow %2x3@ inch, low in the ureter, and another 
in the left ureter 34 inch in diameter on a level with 
the transverse process of the third lumbar vertebra, 
Excretion urography showed the shadow on the left 





Fig. 2—Catheter in contact with stone in, lower right 
ureter.. The left ‘sided stone was: pushed into the left 
lower calyx by the catheter. 


side to be enclosed in the medium present in the 
ureter with a noticeable bulging of the latter at the 
site of the stone. The right ureter was not visualized. 
The pelves and calyces showed some evidence of -dila- 
tation.. The catheter ‘introduced on the right side met 
with some obstruction but was successfully _ passed 
slightly beyond the stone. Stereoscopically, the cath- 
eter and stone were in the same plane. On the left 
side, the catheter met with an obstruction at about 
25 em. The picture showed the stone to -have been 
pushed into the inferior calyx. Retrograde and_ex- 
cretion urography were identical excepting the dis- 
location of the stone on the left. side as a_ result 
of catheterization. © 

The ‘urine’ from ‘both kidneys showed many pus cells 
and éceasionally. red cells. Phthalein administered. in- 


.travenously appeared in'514 minutes on the right side 


and four minutes on the left. In the -first fifteen 
minutes, 10 per cent was recovered on the right side 
and 12 per cent on the left. > 
The advantages and disadvantages of’ the simtl- 
taneous bilateral operation were explained . to the 
patient, who then eagerly consented to it. The opera 
tion was performed September 18, 1934, employing 
avertin rectally, 90 mgm. dose. This was supplemented 
by a small amount of ether. With the patient in the 
Trendelenburg position, the stone. in. the right. ureter 
was attacked first by an ilio-inguinal muscle splitting, 



























June, 





extra- 
about 
enlarg 
cil, T 
attemy 
perche 
ureter 
on his 
left ot 
to deli 
a nepl 
region 
moved 
pelvis. 
kidney 
bleedin 
of kot! 
The | 
Conval 
the sec 
of a | 
hospita 
the op 
months 
pelvis 
the da 
Examit 
Labora 
no oth 
185 


10. D 
Paris, 21 


i J 
12. H 


FRE 
Associate 
Sch 


The 
betweet 
mained 
despite 
vances 
Improv 
hoped 





Read 
Society, 1 


ne, 1935 


ts nega- 
per 100 

White 
Is. The 
ity, no 
any pus 


t side a 
another 
vel with 
rertebra, 
the left 


r right 
he ‘eft 


in the 
at the 
alized. 
f .dila- 
le | met 
passed 
cath- 
1e left 
about 
> been 
id ex- 
e dis- 
result 


s cells 
ed. in- 
it side 
fifteen 
t side 


simul- 
> the 
)pera- 
oying 
rented 
nthe 
ireter 
tting, 


June, 1935 


extra-peritoneal approach. The stone was_ located 
about 1 cm. above the bladder wall. The ureter was 
enlarged and thickened, being the size of a lead pen- 
cil. The ureter was opened and the stone removed, no 
attempt being made to suture the incision. A gutta 
percha drain was introduced to the opening in the 
ureter. Closure was made and the patient then turned 
on his right side in the regular kidney position and a 
ieft oblique lumbar incision was made. It was difficult 
to deliver the kidney, so it.was thought advisable to do 
4 nephrotomy over the convexity of the kidney in the 
region of the inferior calyx. The stone was easily re- 
moved and a gutta percha drain introduced into the 
Two mattress sutures were taken into the 
kidney substance. There was a moderate amount of 
bleeding. Closure was made in layers. The duration 
of oth operations was one hour and twenty minutes. 
The patient’s condition was excellent throughout. 
Convalescence was fairly smooth. Emesis developed on 
the second day, but was corrected by the introduction 
of a Levine tube with lavage. The patient left the 
hospital cured on October 5, 1934, seventeen days after 
the operation. Excretory urograms were taken two 
months later and showed no change in the size of the 
pelvis and calyces on the right side, but on the left 
the damage done by the nephrotomy was visualized. 
Examination of the stones by the National Pathological 
Laboratory revealed them to be calcium carbonate with 
no other constituents. 


185 North Wabash Avenue. 
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INTESTINAL OBSTRUCTION 
FREDERICK CHRISTOPHER, M.D., F.A.C.S. 


Associate Professor of Surgery, Northwestern University Medical 
School; Chief Surgeon, Evanston (Illinois) Hospital. 


EVANSTON, ILLINOIS 

The mortality of intestinal obstruction ranges 
between 45 to 50 per cent. This figure has re- 
mained virtually unchanged for thirty-five years 
despite careful study of the condition and the ad- 
Vances made in the field of surgery generally.’ 
Improvement in the mortality figures cannot be 
hoped for until the incidence of early diagnosis 


Read before the Evanstor Branch of the Chicago Medical 
Society, March 7, 198", 
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is more common. The early diagnosis is often 
difficult and the decision to advise operation in a 
patient who does not appear gravely ill is often 
even more perplexing. It is the purpose of this 
paper to emphasize some of the factors concerned 
in the early diagnosis of intestinal obstruction. 

Intestinal obstruction may be acute or chronic; 
it may be simple or strangulated; it may be high 
in the intestinal tract or it may be low; it may 
be due to mechanical causes, nervous imbalance, 
or to vascular obstruction. The commonest causes 
are adhesions and strangulated external hernia. 
Most of the cases due to adhesions are the result 
of postoperative adhesions although in 6 per cent 
of Mclver’s? cases the obstruction was due to ad- 
hesions in individuals on whom there had been 
no previous operation. ; 

Other common causes are neoplasms, intussus- 
ception, volvulus, and mesenteric thrombosis. 
Uncommon causes are obturation of the intes- 
tinal lumen by gall stones, stricture of the lumen 
or narrowing from without, internal hernia, 
Meckel’s diverticulum, apertures in the mesen- 
tery, failure of rotation of the gut or abnormal 
fixation. 

The history sometimes gives a clue to the diag- 
nosis. Previous operation suggests adhesions ; ex- 
istence of a hernia points to possible strangula- 
tion; cachexia suggests neoplasm; cholelithiasis 
may be a precursor of obturation. 

By all odds the most important symptom of in- 
testinal obstruction is pain. The pain is severe, 
intermittent, periodic and crampy. The interval 
between the heights of pain may be three to fif- 
teen minutes. During the severest pain the 
patient will “double up” or change position and 
may perspire. 

Accompanying the pain there is nausea or 
vomiting. In the early stages nausea alone is 
present. The diagnosis of intestinal obstruction 
should be made long before the occurrence of 
fecal vomiting. ; 

Third in order of importance of the diagnostic 
aids is the “flat” 2-ray plate. Often, but not 
always, valuable information will be obtained 
from a large x-ray film of the patient’s abdomen. 
The patient should be lying down while the film 
is made. Normally gas is usually seen only in 
the colon or stomach. Gas in the small bowel 
should arouse suspicion. The entire small bowel 
may be enormously distended with gas (Fig. 1) 
or there may be merely conspicuous large-sized 
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pockets. (Fig. 2.) The small bowel is recognized 
by the absence of haustral markings and the pres- 
ence of the shadows of valvulae conniventes. 

Fourth, the stethescope will disclose loud intes- 
tinal noises which occur at the height of pain. 
Greene* has pointed out that in the pain of food 
poisoning and other colics the maximum sounds 
do not coincide with the height of the patient’s 
pain. 

Fifth, there may be visible peristalsis. 

Sixth is the paucity of abdominal signs in the 
early case. There is generally no tenderness or 
rigidity. There is no rebound tenderness, and no 
distension. Unless there is an intussusception, 
neoplasm or external hernia there are no masses. 
There is usually absence of fever, leucocytosis, 
and increase in the pulse rate. There is no alter- 





Fig. 1. “Flat plate” of intestinal obstruction. Note 
loops of small intestine enormously distended with gas. 


ation of the blood chemistry and no dehydration. 
And, finally, and most important, there may be 
passage of gas and feces from the unaffected bowel 
distal to the obstruction after an enema. Mor- 
phine will mask the symptoms and give false 
security. 

When the obstruction is of long standing (24 
to 48 hours) the patient will have abdominal 
distension, fecal vomiting, obstipation, peri- 
toneal irritation from the presence of free hem- 
orrhagic fluid, and, in high obstruction, a de- 
crease in chlorides and an increase in the alkali 
reserve and non-protein nitrogen. Only in 
chronic intestinal obstruction will the barium 
by mouth be advisable. 

In the differential diagnosis strangulation of 
an ovarian cyst will sometimes have to be consid- 
ered in the female. Pelvic examination will gen- 
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erally establish the diagnosis. Acute appendi- 
citis, acute pancreatilis, acute cholecystitis, chole- 
lithiasis and perforated ulcer are rarely confus- 
ing. 

Owen Wangensteen* has clarified the nature of 
the treatment. In intestinal obstruction due to 





Fig. 2. “Flat plate” of intestinal obstruction. Note 
single loop of distended small intestine. Obstruction 
in pelvis found at operation. 


hernia, volvulus, mesenteric thrombosis, and 
anomalies in the development of the gut, early 
operation is demanded. 


In intussusception an 
attempt at reduction by giving a barium enema 
may be made and if this fails immediate opera- 
tion should be carried out. Patients in a state of 
shock or dehydration should be first given fluids 
or a blood transfusion. In the very ill patient if 
the cause of obstruction is not immediately evi- 
dent, it may be necessary to be content with an 
aseptic Hendon type enterostomy in the principal 
visible distended loop of bowel. Where at all pos- 
sible the obstruction should be eradicated. In case 
of obstruction due to adhesions and bands a pre- 
liminary treatment with the Wangensteen suction 
will usually be advisable. In some of these cases 
the obstruction may subside and operation will be 
unnecessary. In paralytic ileus suction alone will 
generally accomplish a cure. In the case of neo- 
plasms, excepting those of the descending colon, 
operation should be preceded by a period of suc- 
tion. Definitely necrotic bowel should be re- 
sected. The criteria for viability of bowel are 1. 
return of normal color with hot compresses, ?. 
contractibility with stimulus and 3. intact shiny 
serosa. 

The mainstays of the postoperative treatment 
are the employment of the Wangensteen suction 
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apparatus, intravenous 10 per cent. dextrose 
Ringer’s solution, and morphine. 
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LEUKOPLAKIA ORALIS 


Casper M. Epstein, M.D., D.D.S. 
CHICAGO 


Leukoplakia of the oral cavity is not a new 
subject but because of its clinical significance 
it has become a most important one. 

The terminology of this disease entity has been 
varied and confusing. Leukoplakia buccalis, in 
the strictest sense of the word, refers to the pres- 
ence of the lesion on the buccal mucosa; labialis 
indicates its involvement of the lip; lingualis, 
of the tongue, etc. Prinz of Philadelphia has 
used a term similar to that used by the writer 
to include every part of the oral cavity, namely, 
leukoplakia oris. 

The mere fact that the patient has never 
noticed the lesion until a short time previous, 
when there was a burning sensation and some 
acute pain, especially with hot and spicy foods, 
is no criterion that the condition has just pre- 
sented itself. As a matter of fact, the disease 
has probably been present for some time, perhaps 
weeks or even months, because leukoplakia is very 
chronic. We know from the many studies of 
cancer by Bloodgood, Cheatle, Faillia, Quick, 
et al., that cancer usually does not begin as can- 


cer, but rather begins in a lesion that is not . 


cancerous. This lesion at first is composed of a 
group of cells which by virtue of some form of 
chronic irritation, have increased their number. 
If this is true, and we know that leukoplakia 
is an hypertrophy of the epithelium of the oral 
mucosa, then we are correct in assuming that 
leukoplakia is a precancerous lesion. 

Bazin in 1866, was apparently the first one to 
describe leukoplakia with any degree of thor- 
oughness. It was the consensus of opinion at 
that time that syphilis was the underlying factor, 
although we know today that many cases of 
leukoplakia give no history whatsoever of lues, 


From the Department of Oral Surgery, Michael Reese 
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a negative Wassermann reaction, and no other 
manifestations of specific infection. This does 
not, however, mean that syphilis is in no way re- 
lated to leukoplakia. On the contrary, opin- 
ion is divided on this question. Some investi- 
gators believe that without syphilis there can 
be no leukoplakia. Others are more liberal, and 
their contention is that about 30 per cent. of 
leukoplakias are syphilitic and the othey 70 
per cent. of the cases are not. Nevertheless, 
when a case of leukoplakia oralis presents itself, 
we must make every possible effort to determine 
whether or not a specific infection is present or 
whether or not the patient has had lues at some 
time or other in his life. The writer fully agrees 
with De Forrest and Hoase when they state 
that: “Where syphilis exists, it is probably true 
that less smoking (or for that matter any other 
chronic irritant) is necessary to develop leuko- 
plakia.” 

Chronic irritation plays an important role as 
an etiologic factor in the development of this 
disease. It may take the form of ill-fitting arti- 











Fig. 1. Very often in the early stages of the disease 
may be seen an hyperplasia of the lining squamous 
cells. They are well outlined and usually show no 
variation in size, shape, or staining qualities. In some 
sections extension into the deeper layers can be seen 
with definite evidence of keratinization. 


ficial restorations with their attendant sharp 
edges, or broken down carious teeth with ragged 
margins. IIl-fitting artificial restorations do not 
limit themselves to bridges and dentures. Badly 
fitting crowns, broken inlays and amalgams, and 
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18 


poorly fitting silicate restorations come under 
this heading. 

Excessive smoking and the use of chewing to- 
bacco or snuff, together with poor oral hygiene, 
will very frequently produce a leukoplakic patch, 
which, if subjected to further irritation for any 
length of time, will, in the majority of cases, 
produce cancer. In all cases seen by the writer, 
tobacco was a very important etiologic agent. 

Because of its underlying causes according to 
our present knowledge, leukoplakia is seen to a 
much greater extent in men than in women. 
And for this same reason it is seldom seen be- 
fore the age of thirty-five, increasing in direct 
proportion as the age of the patient advances. 

As a rule, the most common site of occur- 
rence of these patches is on the tongue, either 
the dorsum or the lateral edges, followed in or- 
der of frequency by the buccal mucosa, lips, 
gingivae, and palate. 

The writer recently 


examined a 


patient who complained of a burning 
sensation on the left buccal mucosa just 
below the opening of the parotid duct. 
He was a heavy cigar smoker and was 
told to discontinue the use of tobacco 


entirely. Contrary to this advice he 
persisted in smoking and applied irri- 
tants locally, and in two weeks his entire 
mouth was covered with leukoplakic 
patches, including the gingivae and pal- 
ate. This is rather unusual, but it illus- 
trates the effects of irritants in this dis- 
ease. 

The author cannot agree with other 
writers on this subject that the excessive 
use of alcohol highly seasoned and very 
hot foods, and gastrointestinal disturb- 
ances have any direct influence in the 
causation of leukoplakia. The rationale 
is quite imperceptible. The excessive use 
of alcohol may lower general resistance, 
but why should it have any more infiu- 
ence in producing leukoplakia than in 
producing naevi or diabetes mellitus? 
When highly seasoned or very hot foods 
are taken into the mouth they do not 
have a definite predilection for any one 
particular spot in the mouth, and usually 
they are not kept in the mouth long 
enough to produce any degree of irrita- 
tion. But where leukoplakia, or any 
other form of chronic irritation already 
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Fig. 2 (b). These sections reveal a small por- 
tion of loose connective tissue with many newly formed 
small sized blood vessels, infiltrations of many Jymph- 
ocytes and evidence of much blood pigment. There 
is also evidence of an hyperplasia of squamous cells 
with hyperkeratosis. 
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Fig. 3. This section reveals an alteration of the 
cornified layers with keratinization. 











Fig. 4. Showing the milky white patch with a cord- 
like lesion. The lesions are noted to be definitely 
demarcated and irregular in form. 





exists in the mouth, the use of alcohol 
must be forbidden and no very hot or 
highly seasoned foods should be taken 
into the mouth, because at this time it 
is quite evident how they can irritate an 
already irritated area. 

Microscopically, the process is essen- 
tially one of hyperkeratosis of the horny 
layer of the mucous membrane, together 
with a marked thickening of the super- 
ficial layers. The transitional epithe- 
lium seen in normal mucous membranes 
is replaced by a multi-layered coating of 
stratified squamous epithelium. Super- 
ficially, varying degrees of keratinization 
appear, consisting of a cornification and 
thickening of the epithelium. In some 
places there may be an obliteration of 
the papillae, but more frequently there is 
an exaggeration of the interpapillary 
epithelial processes. (Fig. 1.) Zeigler 
explains the malignant transformation 
of leukopakia as follows: “Epithelial 
metaplasia occurs most frequently in 
chronically inflamed mucous membrane. 
The change takes place in the following 
manner: after repeated loss of the orig- 
inal epithelium, the regenerating epi- 
thelium changes its character.” 

Mekie describes the pathology of leu- 
koplakia as the following variations 
from normal: at first there is an edema 
of the sub-epithelial layer, infiltration 
with lymphocytes, and increase vascular- 
ity. (Fig. 2.) Later is note d an irreg- 
ularity of the basal cell layer and some- 
times active mitosis is evident. Some- 
what later the middle stratum of the 
epithelium is increased and finally in the 
more advanced lesion there is an altera- 
tion of the cornified layers with hyper- 
keratinization. (Fig. 3.) 

Clinically, the disease may go unrec- 
ognized until the later stages. As a rule, 
no symptoms are noted in the first stage, 
but later the patient may seek relief be- 
cause of a burning sensation of the 
tongue or cheek. At first there are seen 
pale red, confluent lentil-to-pea sized, 
cordlike lesions. Later, these become 
glistening and milky white, sharply out- 
lined, irregular in form and usually sur- 
rounded by a narrow red areola. (Fig. 
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4.) In the premalignant stage the plaques 
and usually surrounded by a narrow red areola. 
(Fig. 4.) In the premalignant stage the plaques 
are usually thick, white or yelllowish, and the 
surface is confluent and covered with bloody 
rhagades and suppurating erosions. It is at this 
period that there is usually pain in taking hot 
or highly spiced foods. At first the spots are 
flat and smooth Later they become raised, i 
regular, and very hard. 

When leukoplakia involves the lingual mucosa, 
the affected surface appears as though it is cov- 
ered with hard, tough strips of white solid skin. 
It is in this type that movements of the tongue 
become impeded and the speech takes on definite 
thickness, 

The presence of cracking 
ation usually means malignant degeneration. 

The most important clinical feature of leuko- 


, fissuring, and ulcer- 


plakia is its predilection to malignant degenera- 
tion. This statement is not to be construed 
as meaning that all such lesions become malig- 
nant. On the contrary—the simple smooth 
patches are not dangerous but must be watched 
Again, 


very carefully. some areas that look 


angry and inflamed may disappear upon the re- 


moval of all irritating factors. On the other 
hand, a patch that appears innocent may very 
possibly be the precursor of carcinoma. 

Whenever an apparently innocent patch of 
leukoplakia that has been carefully observed 
shows evidence of activity, the lesion should be 
immediately destroyed. 

The prognosis of all cases of leukoplakia de- 
pends largely upon the stage of discovery or rec- 
ognition, whether or not there had been con- 
tinued irritation after the diagnosis had been 
made, and the type and diligence of the therapy 
instituted. 

From a therapeutic standpoint it is unques- 
tionably accepted that correctly instituted 
prophylactic measures, the complete elimination 
of etiologic factors, and oral hygiene are of 
prime importance. The use of tobacco must be 
absolutely and uncompromisingly prohibited if 
favorable results are to be expected. The writer 
believes and very definitely feels that there 
should be no “pussyfooting” or hedging about 
informing the patient of the possible conse- 
quences of this disease. If results are to be ex- 
pected there must be absolute and perfect co- 
operation between doctor and patient. Recently 
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the author was consulted by a patient because 
of a pain in his mandible. Examination revealed 
an impacted third molar, which, when removed, 
cured the condition. But on closer examination 
a patch of leukoplakia buccalis was discovered, 
The patient, who smoked between forty and sixty 
cigarets a day, was informed in no uncertain 
terms of the possibilities of neglecting this con- 
dition. He returned to his own physician, who 
had referred him, and the following day the 
writer learned how perturbed and annoyed was 


his doctor because his patient had been told 


the truth. Campaigns have been instituted to 
acquaint the public with the truth about cancer 
and to help prevent it. But without the help 
and aid of the medical and dental professions 
these campaigns might just as well have not 
been started. 

If syphilis is present, there is no question 
about the institution of proper antiluetic ther- 
apy. This does not mean that antiluetic treat- 
ment will cure leukoplakia. Sometimes it may 
even aggravate the condition when the overuse 
of bismuth or mercury produces stomatitis. This 
must be especially watched for. 

The correction of ill-fitting dentures, crowns, 
bridges and other artificial restorations is impera- 
tive. All caries must be cared for and the sharp 
edges of all teeth must be smoothed down. Very 
hot and acidic foods and liquids, condiments and 
spices, and alcoholic drinks are prohibited. 

The application of caustic drugs to the lesion 
is absolutely forbidden. This is a most perni- 
cious form of treatment and must not be toler- 
ated. As a matter of fact, in many instances 
such therapy, if it can be called such, merely 
helps to produce a malignant degeneration. 

The rationale of active treatment is destruction 
of the patch and not stimulation because the lat- 
ter will only tend to produce cancer. From 
this statement it is evident that the stimulating 
ultra-violet rays of the quartz lamp are contra- 
indicated and will produce results directly op- 
posite to that which is desired. 

X-ray therapy usually produces excellent re- 
sults, but the disadvantage of this form of ther- 
apy is the difficulty, if not impossibility, of ob- 
taining the proper applicators for intra-oral use. 
And because of this roentgen impracticability, 
radium has found wide favor. When using the 
latter, applicators may be made for any lesion 
anywhere in the mouth and the destructive beta 
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and gamma rays applied. Zeisler believes that 
roentgen rays should not be used on the lip be- 
cause the mucosa of the lip has an inherent 
sensitiveness to these rays and because of this 
extreme delicacy it is very difficult to measure 
dosage. Apparently correct doses are either too 
small to be effective or so large that they pro- 
duce a necrosis or burn and sometimes instigate 
malignant degeneration. Some men believe in 
the radical removal of the patch surgically and 
replacement by means of a graft or flap. The 
writer cannot subscribe to such treatment as 
being the best. It may suffice in very small 
patches, but it certainly is not the procedure of 
choice nor the method of treatment to be recom- 
mended in all cases. Destruction of the lesion 
or lesions by electrocoagulation and the actual 
cautery have given the author excellent results. 

This operation requires no special training 
other than that which is received by every doc- 
tor who graduates from an accredited school 
and hospital. This method, if properly done, 
destroys the lesion quickly and definitely with 


little or no discomfort to the patient. For this 


procedure local anesthesia is preferred. 
Arsenicals and copper in various forms and 


combinations have been advocated by some men, 
with their report of favorable results. Para- 
thyroid extract in doses of 1/10 grain and more 
have been prescribed. From the experience of 
the writer these drugs have had no effect what- 


soever on the leukoplakic lesions. 


CONCLUSION 

From what has been said above it is quite evi- 
dent that leukoplakia oralis is an intensely 
chronic and painless inflammation of the mucous 
membrane of the mouth at its onset, with a ten- 
dency towards malignant degeneration. Un- 
doubtedly the most important etiologic factors 
include the use of tobacco, bad teeth and poor 
dentistry, and syphilis. These may act singly or 
more often in combination with each other or 
with other irritants. In its treatment, oral hy- 
giene and correction of any dental irregularities, 
together with absolute prohibition of the use of 
tobacco is imperative. Actively destructive meas- 
ures must be used to destroy the patch or 
patches. And finally, the use of caustic drugs 
is vehemently condemned as a most pernicious 
form of treatment. 

Cancer of the mouth can be reduced mate- 
tially if closer attention is paid to what is in 


~~ 
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the mouth and the proper treatment instituted. 
25 East Washington Street. 
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A SKIN TEST FOR DIAGNOSIS OF GONO- 
COCCUS INFECTIONS 


Preliminary Report 
Bupp C. Corsus, M. D., F. A. C. S., 


CHICAGO 


Clark, Ferry and Steele,t in their original 
paper on “Studies of the Properties of a Bouil- 
lon Filtrate of the Gonococcus,” state in part the 
following. “The sterile bouillon filtrate from 
young cultures contains an extracellular toxin in 
sufficient concentration to give positive skin re- 
actions in dilutions of 1-1000 to 1-1500.” 

As gonococcus infections in man are still the 
most common of all the infectious diseases and 
at times the most difficult to diagnose, it is the 
author’s opinion that a specific skin test for the 
presence of the gonococcus should prove a valu- 
able addition to our diagnostic armamentarium. 

With the foregoing in mind and stimulated by 
knowledge of intracutaneous tests in the diag- 
nosis of allergic conditions, it appears promising 
that a similar reaction might be obtained in 
Neisserian infections by using this filtrate of 
Clark, Ferry and Steele, now known as Gono- 
coccus Filtrate, Corbus-Ferry. 

In order to definitely prove that the body is 
sensitized during gonococcal infections and that 
it is capable of giving an allergic response to the 
gonococcus protein contained in the gonococcus 
bouillon filtrate, when injected intradermally, the 
following experiments were carried out: 

Experiment 1. A normal individual was in- 
jected intracutaneously with 0.15 cc. of the stand- 
ard (Corbus-Ferry) filtrate. Below the site of 
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the first injection 0.15 cc. of the culture media 
used in growing the gonococcus was injected as 
control. 

Inierpretation. Twenty-four hours later no 

reaction indicative of an allergic response was 
present. Only the usual response to the specific 
toxin is noted. The control is negative to both 
the allergic and toxin response. 
Control for passive transfer 
of allergic condition. Normal individual was 
given two intracutaneous injections several 
inches apart with 0.15 ce. serum respectively 
from another normal individual. Forty-eight 
hours later these areas were again injected sep- 
arately and respectively with the (Corbus-Ferry) 
filtrate and the bouillon culture media. 

Interpretation. Twenty-four hours later no re- 
action indicative of an allergic response was pres- 
ent. Only the response to the specific toxin as in 
Experiment 1. 


Experiment 2. 


Experiment 3. Suspected individual was in- 
jected intracutaneously with 0.15 cc. of the (Cor- 
bus-Ferry) filtrate. Below this injection 0.15 
cc. of the culture media was injected as a con- 
trol. In twenty-four hours at the site of the 
injection of the filtrate there appeared a well 
defined, edematous and indurated wheal, meas- 
uring 5 cm. in diameter. Control reaction nega- 
tive. 

Interpretation. Marked positive response to 
the gonococcus filtrate larger than any toxin re- 
sponse ever noticed in normal individuals was 
noted. This response, in all probability, is mostly 
allergic and is combined with the usual toxin 
response. 


Passive allergic transfer. The 
serum used was obtained from a patient having 
an infection, the duration of which was forty- 
A normal individual was injected 
with 0.15 cc. of this serum in the above men- 
Forty-eight hours later 
the former procedure of injecting filtrate and 


Experiment 4. 


eight hours. 
tioned respective places. 


culture media was repeated. Twenty-four hours 
later there appeared at the site of the filtrate 
injection a well defined wheal, coupled with an 
entirely negative response at the site of the con- 
trol. 

Interpretation. As this reaction is larger than 
the ordinary toxin reaction, similar to the re- 
action in Experiment 3, it is considered a posi- 
tive passive allergic transfer. The reaction, as 
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in Experiment 3, is combined with the toxin re 
action. The control was negative. 

Experiment 5. Passive allergic transfer from 
an individual with an infection of longer dura- 
tion. 

The serum used was from a patient having 
G. C. infection, the duration of which was ap- 
proximately one month. Normal individual was 
injected in two sites as in previous experiments 
with 0.15 ce. of the above patient’s serum. After 
forty-eight hours the usual sites were injected 
with filtrate and culture media. Twenty-four 
hours later there appeared at the site of the 
filtrate injection a large wheal 5 cm. in diameter, 
and a negative reaction at the site of the con- 
trol. 

Interpretation. This is again considered a 
positive passive transfer of the allergic condi- 
tion. 

Experiment 6. To further evaluate this test a 
passive transfer was obtained with serum from 
a patient apparently recovered from an infection 
which occurred six years ago. The response was 
identical to that in Experiment 1. 


DISCUSSION 


In order to ascertain how long after a patient 
cured of G. C. will give a cutaneous allergic re- 
sponse further investigation will have to be 
made. 

It is to be noted that throughout these experi- 
ments a uniform dosage of 0.15 cc. was em- 
ployed. This, however, is in excess of the usual 
amount requisite to demonstrate allergic condi- 
tions. Experimentation is now being carried out 
to ascertain the size dose which will suffice. 

From the foregoing experiments it is evident 
that the specific exotoxin present in the bouillon 
(Corbus-Ferry) filtrate is present in sufficient 
quantities to obscure the true allergic reaction 
that is present in individuals infected with the 
gonococcus. It has already been pointed out 
by Clark, Ferry and Steele, that a large percent- 
age of normal individuals give cutaneous re- 
actions when injected with dilutions as low as 
1-1500. This precludes its use as a specific diag- 
nostic skin test for gonococcus infections. With 
this added information in mind, the bouillon 
(Corbus-Ferry) filtrate was detoxified by frac- 
tional heating and the following experiments per- 
formed, using 0.1 cc. instead of 0.15 ce. 
Normal individual 


Experiment 7. was Il- 
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jected intracutaneously with 0.1 cc. of the stand- 
ard (Corbus-Ferry) filtrate. Below the site of 
the first injection 0.1 ce. of the detoxified stand- 
ard (Corbus-Ferry) filtrate was injected intra- 
cutaneously, and immediately below this a sec- 
ond intracutaneous injection of 0.1 cc. of the 
detoxified standard (Corbus-Ferry) filtrate was 
also made. However, the filtrate used here was 
heated twice as long as that used in the injection 
immediately above. 

Interpretation. Twenty-four hours later the 
first injection of standard (Corbus-Ferry) fil- 
trate shows the typical cutaneous response as in 
normal individuals. The second injection of 
slightly detoxified filtrate shows a faintly typical 
cutaneous response as in normal individuals. The 
third injection of completely detoxified filtrate 
shows a negative cutaneous response. 

Experiment 8. Individual infected with gono- 
coccus, the duration of the infection being five 
days, was injected intracutaneously with 0.1 cc. 
of the completely detoxified (Corbus-Ferry) fil- 
trate, and immediately below the former 0.1 ce. 
of culture media was injected intracutaneously 
as a control. 

Interpretation. As early as eighteen hours 
after the intracutaneous injection of the detoxi- 











| 
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Fig. 1. Illustrating the skin test for gonococcal in- 


fections. 

A. (upper area): Typical cutaneous reaction follow- 
ing injection of 1/10 cc. of detoxified (Corbus-Ferry) 
bouillon filtrate. 

_B. (immediately below) : Typical result of the injec- 
tion of 1/10 cc. of culture media used as control. 


fied (Corbus-Ferry) filtrate, there appeared a 
typical cutaneous response measuring 1.5 cm. 
The control was negative. (Figure 1.) 
Experiment 9. Individual infected with the 
gonococcus, the duration of which was four 
weeks. Patient under treatment was given the 
usual weekly intradermal injection of standard 
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(Corbus-Ferry) filtrate for the cure of his infec- 
tion. Immediately below the site of the former he 
was injected intradermally with 0.1 ce. of the de- 
toxified filtrate. : 

Interpretation. Twenty-four hours later usual 
response at site of intradermal injection in in- 
fected individual is noted. Immediately below 
this was a response to the detoxified filtrate. 

This shows that the standard (Corbus-Ferry) 
filtrate is capable of being detoxified and that 
there still remains a specific protein capable of 
eliciting a cutaneous response in allergic indi- 
viduals. 

Experiment 10. Two girls aged eight and ten 
years, infected with the gonococcus for five 
months, gram stain positive, were each injected 
intracutaneously with 0.1 cc. of the detoxified 
filtrate. Two normal, non-infected boys aged 
twelve and thirteen, were injected intracutane- 

- ously with 0.1 ce. of the detoxified (Corbus- 
Ferry) toxin. Each child was also injected be- 
low the site of the former injections with 0.1 ce. 
of the culture media. 

Interpretation., Twenty-four hours later 
marked positive response to the detoxified filtrate 
in both little girls is noted. There was a negative 
response to the culture media. 

There was a negative response to the detoxi- 
fied filtrate in both little boys, and also a nega- 
tive response to the culture media. 

As early as September, 1934, we began to 
make diagnostic intracutaneous tests in the So- 
cial Hygiene Clinic of Evanston, under the di- 
rection of Dr. J. D. Croft, to whom I am greatly 
indebted. 

As a large number of the “clinic” patients were 
colored, it was difficult to evaluate the cutaneous 
response, but they served the purpose of con- 
firming our belief that an allergic reaction 
could be elicited if a proper antigen was used. 

The balance of the material used here is from 
the services of Dr. Frederick Tice and Dr. Don 
Sutton at Cook County Hospital, and the private 
practice of Dr. V. J. O’Conor and myself. Over 
eighty-five cases have been subjected to the 
cutaneous test. 


CONCLUSIONS 


From my experience it appears that in indi- 
viduals with either negative or positive histories 
of gonorrheal infection, a positive allergic reac- 
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tion with detoxified gonococcus filtrate, Corbus- 
Ferry, is evidence of Neisserian infection. 

It also appears that this allergic condition may 
be passively transferred to a normal individual 
even as early as forty-eight hours after the onset 
of the infection. 

It is likely that this allergic condition remains 
constant for the duration of the infection. It 
is also possible that this skin test will have fur- 
ther value in determining when a given patient 
is cured of the infection. 

55 E. Washington Street. 
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A REVIEW OF BLOOD AND SPINAL 
FLUID REPORTS 


F. W. Soxo.towsk1, M. D. 
ALTON, ILL. 


The laboratory reports on the blood and spinal 
fluids over a period of three years reveal some 
interesting points. The tests performed were the 
Kahn precipitation test and the colloidal gold 


curve. Errors which may have occurred in the 
laboratory are not taken into consideration. 

These tests are made routinely on all first ad- 
missions; blood tests are made on readmissions, 
and spinal fluid tests whenever there may be 
some indication for them. Re-examinations of 
blood and spinal fluid are also made when there 
is any doubt about the first or second reports. 

From January, 1932, to and including Decem- 
ber, 1934, 1,375 blood and 817 spinal fluids 
were examined. Of these 227 bloods and 153 
spinals were from one to four plus, and the 
Colloidal gold curves varied from 5555555442 
to 1111000000. Seventy of the blood examina- 
tions were one and two plus, forty of these had a 
one to four plus spinal fluid with a postive colloi- 
dal gold curve. Fourteen blood examinations 
were negative having a spinal from one to four 
plus with various gold curves as shown in the 
following table: 


Blood Spinal Colloidal Gold Curve 
++++ 5555554221 
++ 5555422000 
++ 5555420000 
++++ 5554433200 
++++ 5554432100 
+ 4444332000 
+-+ 4443332100 
++++ 4433322210 
++ 4433321000 
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++ 2222220000 
++++ 2222111000 


++++ 1112332200 
++ 1112220000 


++++ 1112210000 


In 1931 a case of chronic alcoholism had a 
colloidal gold curve of 5432210000. The exami- 
nation was repeated one week later and the curve 
was 1112211000. There have been several other 
cases with meningeal curves in the absence of 
clinical findings other than of a psychiatric na- 
ture. 

One case had negative laboratory tests with a 
positive history and clinical findings. This is 
one of the so-called “burned out” cases of neuro- 
syphilis.” 

Case 5633. Male, white, married, age 49. Admitted 
June 15, 1932. Family history inadequate. Madison 
County Hygiene Clinic report states that the family 
came to their attention when one of the patient’s daugh- 
ters was brought in for observation and was found to 
have congenital syphilis. The laboratory reports on 
the parents and two daughters were four plus. The 
remainder of the children have been consistently nega- 
tive. In 1926 the patient was admitted to the Clinic 
with the diagnosis of “Latent Syphilis” with a history 
of 15 years’ standing. He had received a maximum 
amount of antiluetic treatment. 

He was admitted to this Institution because he de- 
veloped paranoid ideas directed against his wife. 

Neurological Findings: Neurological examination 
revealed pupils equal and round, reacting to light and 
accommodation. Biceps and triceps normal. Patellar 
right and left decreased. Rhomberg positive. Co- 
ordination tests; finger to finger, finger to nose and 
heel to knee; only fair. Cutaneous sensation to sharp 
and dull instrument impaired over lower extremities. 


Laboratory Findings: 
6-21-32 Kahn blood, negative 
6-22-32 Kahn spinal, negative 
Colloidal Gold curve, 0000000000 
Kahn blood, negative 
Kahn spinal, ne~ative 
Colloidal Gold curve, 0000000000 


General Paralysis, Cerebral Type. 


6-30-32 
7- 1-32 


Diagnosis : 


The following case is an example of what 
“heavy” treatment does to laboratory findings 
when taken several years later. 


Case 6052. Male, white, widowed, age 68. Admitted 
July 14, 1933. History: Mental condition began in 
1926. He was a patient at Jacksonville State Hospital, 
and had previous treatment by a local physician. 

Neurological Findings: Neurological examination 
revealed pupils irregular in size, reacting sluggishly to 
light but not to accommodation. Asymmetry of left 
side of face. Patellar reflexes, right and left, active. 
Babinski and ankle clonus, positive. Rhomberg posi- 
tive, marked swaying. Gait, staggering. Walks with 
a wide base. When looking up from the floor or with 
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eyes closed, the patient staggered toward the left. 
Test phrases revealed a slurring of speech. 
Laboratory Findings: 
1927 Blood ++++ 
Spinal ++++ 
Colloidal Gold curve, 2222221100 
Kahn blood, negative 
Kahn spinal, ++ 
Colloidal Gold curve, 3333221000 
Kahn Blood, negative 
Kahn spinal, ++ 
Colloidal Gold curve, 4443332110 
7-25-33 Kahn blood, negative 

Diagnosis: General Paralysis, Cerebral Type. 

Discharged October 1, 1933. Improved. 

Many cases of early and late syphilis are over- 
looked by the general practitioner especially in 
rural communities and small towns. The doctor 
knowing the patient for many years dismisses 
the possibilities of syphilis even in the face of 
failure of his patient to improve. He probably 
fails to repeat tests when they are one or two 
plus, or overlooks the early clinical signs of the 


disease. 

Observations at the hospital reveal that many 
cases go on unnoticed until they develop mental 
symptoms, have seizures or marked changes in 
their conduct and become unmanageable necessi- 
tating commitment to an institution. 


Case 5053. Female, white, widowed, age 59. Ad- 
mitted July 14, 1933. Family history negative. On- 
set: since 1927 she has had a gradual loss of sight. Six 
weeks prior to her commitment she had an eruption 
which was thought to be “Chickenpox.” She com- 
plained of severe headaches and “Rheumatism.” She 
requested the family to send her to a hospital, and be- 
cause of the family’s lack of finances, she was com- 
mitted to our institution. 

Neurological Findings: Neurological examination 
revealed pupils equal in size, centrally located and did 
not react to light or accommodation. Blind. Biceps 
and triceps decidedly increased. Patellar right and 
left, moderately increased. Coordination tests, finger 
to finger, finger to nose and heel to knee, poorly done. 
Rhomberg positive, marked swaying. Gait, marked 
swaying. Could not walk without assistance. Skin, 
copper colored. Macules over entire body and ex- 
tremities. A fundus examination was not made. 

Laboratory Findings: 

7-18-33 Kahn blood, negative 
8- 1-33 Kahn blood, negative 


8- 2-33 Kahn spinal, ++++ 
Colloidal Gold curve, 5555554221 


General Paralysis of the Insane. 

Case 6567. Male, white, divorced, age 49. Admitted 
November 10, 1934. Family history negative. Two 
weeks prior to his admission he began to talk con- 
tinuously about a contract he had to «st out an orchard. 
He planned to have a demonstration and dynamite all 
the holes in which the trees were to be planted. On 
November 25, he was determined to call on several 


Diagnosis : 
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people to discuss his plans and have the newspaper men 
advertise his project. He could not be reasoned with 
and this led to his commitment. 

Neurological examination revealed pupillary reflexes 
normal. Coordination tests, finger to finger, finger to 
nose, and heel to knee well done. Babinski and ankle 
clonus negative. Patellar, right and left, exaggerated. 
Rhomberg: no swaying in the Rhomberg position but 
he was unable to walk with his eyes closed and he was 
unable to walk in a straight line. Gait hesitating in 
character. Speech: 
of speech. , 


Test phrases revealed a slurring 


Laboratory Findings: 

11-14-34 Kahn blood, + 

11-15-34 Kahn spinal, ++++ 
Colloidal Gold curve, 4443332210 
Kahn blood, ++ 


Diagnosis: Dementia Paralytica. 
Expired January 1, 1935. 


Case 6409. Male, white, widowed, age 58. Admitted 
May 21, 1934. The court papers gave the assigned 
causes as lues and diabetes. The son stated that his 
father was being treated for diabetes, and since he de- 
veloped mental symptoms, they were unable to care for 
him at home so they had him committed. On admis- 
sion he had grandiose ideas, and was confused. He 
had an edematous leg and ulcerated foot with the fol- 
lowing neurological findings: 

Neurological examination: Pupils contracted and 
fixed. Slight asymmetry of left side of face. Biceps 
and triceps increased. Patellar right and left increased. 
Babinski negative. Coordination tests: Finger to 
finger, finger to nose and heel to knee poorly done. 
Rhomberg positive. Cutaneous sensation impaired over 
body and extremities. 


11-20-34 


Laboratory Urinalysis: 

5-27-34, Straw, cloudy, Sp. G. 1026, acid, sugar ++ 
Albumin ++ 

5-29-34, Straw, clear Sp. G. 1028, acid, sugar ++ 
Albumin ++ 

9-14-34, Amber, clear, Sp. G. 1010, acid, sugar 0, Albumin 0 

5-29-34, Kahn blood, negative 

5-31-34, Kahn spinal, ++ 
Colloidal gold curve, 5555444432 

7-17-34, Kahn blood, +++ 

7-19-34, Kahn spinal, ++ 
Colloidal gold curve, 5544332200 


After receiving anti-luetic treatment, the sugar and 
albumin disappeared, the ulceration healed. There was 
not any improvement in his mental condition. 

Diagnosis: General Paralysis, Cerebral Type. 

Expired October 3, 1934. 


Case 6057. Female, white, single, age 19. Admitted 
July 18, 1933. Family history inadequate. Court in- 
terrogatories state: Feeble-mindedness; episodes of 
delinquency characterized by excessive sexual urge and 
incompetence of self management; temper fits. 

Neurological examination reveals pupils equal and 
round. React sluggishly to light. Biceps, triceps, pa- 
tellar and Achilles exaggerated. Coordination test: 
Finger to finger, poorly done; finger to nose and heel 
to knee well done. Rhomberg; slight swaying in all 
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directions. Gait, sways laterally when trying to walk 
in a straight line. 
Laboratory Findings: 


7-23-33 Kahn blood, negative 
7-25-33 Kahn spinal, ++ 
Colloidal gold curve, 5555422000 
Diagnosis: Mental Deficiency and Syphilis. 


Discharged May 24, 1934. 


CONCLUSION 


1. It is not necessary to do spinal examina- 
tion routinely except for scientific data. 

2. One and two plus blood reports should be 
repeated several times even following provocative 
tests. On several occasions following a course 
of treatment blood tests that were negative be- 
came positive. 

3. In the presence of negative blood findings 
and some neurological findings a spinal fluid 
examination should be done. 

4. In doubtful cases where laboratory find- 
ings are negative and some clinical signs are in 
evidence, the patient should be given the benefit 
of the doubt, and receive a course of treatment. 

State Hospital. 
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THE MANAGEMENT OF VERTEX PRES- 
ENTATION BY EPISIOTOMY AND 
OUTLET FORCEPS 


CHARLES Epwin GALLoway, M.D., F. A. C. 8S. 


From the Department of Obstetrics and Gynecology, North- 
western University and Evanston Hospital. 


EVANSTON, ILLINOIS 


Obstetrics, like every other branch of medi- 
cine, continues to improve and we are today in 
our well-run maternity wards experiencing the 
lowest fetal and maternal mortality rates that 
have ever been known. While these figures are 
being set up, we are finding it possible to relieve 
most of the pain and to shorten the duration of 
labor. Please bear in mind, however, that refer- 
ence is not being made to obstetrics in general, 
we are quite aware of the condition there, but 
reference is being made to the well supervised 
hospital maternity ward manned by men spe- 
cially trained in obstetrics. 

One of the factors contributing to this low 
fetal and maternal death rate and to the short- 
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ening of labor is the use of the obstetrical forceps 
and episiotomy. Fifteen years ago DeLee took 
the stand that prolonged pressure of the fetal 
head against a more or less rigid perineum fre. 
quently results in serious injury to the cerebral 
tissues and recommended what he called “the 
prophylactic forceps operation.” Today almost 
every obstetrician in this country will tell you 
that he is quite prone to apply forceps as soon as 
the head rests firmly on the pelvic floor especially 
if there is any delay or if progress is slow. These 
same men are maintaining a satisfactory low 
death rate despite the fact that a number of their 
cases are referred because of some abnormality. 

The report presented here is based on a study 
of 500 consecutive private cases of outlet forceps 
and episiotomy. These 500 cases represent only 
339% of the cases delivered during the period cov- 
ered which, I think, shows that universal use of 
forceps is not advocated. Two pairs of Simpson 
forceps made exactly alike were the only instru- 
ments used. 

There were 364 primipara and 136 multipara 
and of these 136 multipara all but 26 were hav- 
ing their second baby ; 369 were anterior cephalic 
presentations; 126 were posterior; and 5 were 
not recorded. 

Episiotomy was performed in 462 of the 500 
cases, 96% of the primipara and 80% of the 
multipara. It was noted that 55 or 12% of these 
episiotomies extended a little, either up into the 
vagina or down in the general direction of the cut 
or toward the rectum. None of them extended 
through the rectum. Fully 90% of all primi- 
para will have a tear if delivered without episio- 
tomy and will have resulting relaxation of the 
introitus. Thirty-two cases were delivered with- 
out episiotomy and 25 of the 32 had tears of the 
vagina—eight out of eleven primipara and 1’ 
out of 27 multipara. Five cases developed a 
hemotoma of the perineum. Three of these oc- 
curred immediately after delivery and it was 
necessary to take the patient back to the delivery 
room to resuture the wound. The other two were 
small and unnoticed until the discharge examina- 
tion. 

Out of the 126 cases of occiput posterior 58 
rotated spontaneously and were extracted with 
the small fontanel under the pubis. Of the re 
maining 68 manual rotation was «ttempted in 61 
and was successful in 56. Three of the five cases 
where manual rotation was unsuccessful were 
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rotated with the forceps and the other two were 
extracted with the head still in the posterior po- 
sition. The Scanzoni maneuver was used in 
seven others with success. 

It is our custom to inspect the cervix in every 
case delivered with forceps following the third 
stage of labor and to repair any tears that are 
found at that time. Cervical tears were recorded 
in 79 cases. 

The maternal mortality was zero and the fetal 
mortality was 1% or 5 cases. A short history 
of these five fetal deaths is given below. Four 
out of the five had autopsies. 


FETAL DEATHS 


1. Baby T. (No autopsy). Hard delivery; baby 
went into shock; did not cry for fifteen minutes; then 
cried very well; color became good; convulsed sud- 
denly. Dr. Sauer called; lobeline and atropine given; 
no respiratory obstruction; convulsions continued ; baby 
died in three hours. : 

2, Baby B. Weight 7 pounds. Post Mortem Diag- 
nosis: Multiple hemorrhages of the leptomeninges ; 
multiple small subserous hemorrhages of the parietal 
pleura and pericardium. 

3. Baby B. Weight 7 pounds 3% ounces. Died on 
ith day of acute generalized fibrino-purulent peri- 
tonitis; slight broncho-pneumonia. Cause of infection 
unknown; no evidence of cord infection. Autopsy. 
Mother had a severe anemia; hemoglobin 40%; R.B.C. 
2,900,000. 

4. Baby Girl S. Weight 7 pounds 4% ounces; died 
in 6 hours. Post Mortem Diagnosis: Generalized an- 
ascara; atelectasis of the lungs. Very severe intrauter- 
ine infection. Baby was very rigid when born. Me- 
coneum in liquor + +; true knot in cord; slow heart 
tones. 

5. Baby Boy M. Weight 6 pounds; 47 centimeters ; 
25 days premature. Post Mortem Diagnosis: Prema- 
ture; congenital atelectasis of the lungs; slight lacera- 
tion of the tentorium cerebelli with slight hemorrhage 
into the posterior cerebral fossa; hemorrhage of the 
tentorium and falx cerebelli. Cord three times around 
neck, 


During the past eight years at the Evanston 
Hospital where 700 to 1,000 cases are delivered 
a year, we have had a fetal mortality with outlet 
forceps and episiotomy of 1.7% and with spon- 
taneous delivery for the same period of time the 
fetal mortality was 1.8%. 

Out of the five hundred cases reported here 
there were only 19 cases of morbidity, according 
to the American and British standard, which 
gives an incidence of 3.8%. During the two years, 
1932 and 1933, the morbidity rate for all cases 
delivered by low forceps in our maternity ward at 
Evanston Hospital was the same as the figure 
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just quoted, 3.8%. The morbidity rate for all 
obstetric cases delivered during those two years 
was 4.5%. 

Notes on the nineteen cases of morbidity are 
given below. 

1. Mrs. J. M. Temperature: 102.3 on 3rd_post- 
partum day; 101.6 on’4th postpartum day; 99.4 on 7th 
postpartum day; 99.4 on 10th postpartum day (day of 
discharge). Red area in one breast. 

2. Mrs. E. H. Twins. Temperature: 103.0 on 1st 
postpartum day; 101.0 on 2nd postpartum day; 99.4 on 
7th postpartum day; 99.0 on 8th postpartum day. Mild 
psychosis last five days in hospital. 

3. Mrs. V. D. Developed a hematoma in the epi- 
siotomy wound. Returned to case room 4 hours post- 
partum. Opened and resutured. Temperature: 101.4 
on 4th postpartum day; 100.8 on 5th postpartum day; 
100.2 on 6th postpartum day; 100.4 on 8th postpartum 
day. Discharged on 18th postpartum day. 

4. Mrs. E. J. Temperature: 100.6 on 2nd _ post- 
partum day; 100.4 on 3rd postpartum day; 101.0 on 
4th postpartum day; 100.4 on 5th postpartum day; 99 
to 100 to the 11th postpartum day; normal thereafter 
and home on 17th p. p. day. Postpartum hemorrhage; 
uterus packed; hematoma of the perineum; episiotomy 
resutured. 

5. Mrs. F. C. Temperature 100.4 on 3rd and 4th 
postpartum day. Normal thereafter. 

6. Mrs. V. E. Very nervous. Multiple fibroids of 
the uterus. Temperature: 100.0 on 4th postpartum 
day; 100.8 on 5th postpartum day; 100.2 on 6th post- 
partum day; 99-100 on 7th postpartum day to 10th p. p. 
day; 101.6 on 11th postpartum day; 100.6 on 12th post- 
partum day. Discharged on 13th postpartum day. 

7. Mrs. A. A. Bladder over-distended 2nd_post- 
partum day. (2300 c.c.) Had been catheterized on the 
previous day for residual and nothing was obtained. 
Had to be catheterized for the next ten days. Two 
months postpartum symptoms of urinary infection; 
under care of Dr. Corbus. Hydronephrosis, dilated 
ureter-obstruction at uretero-pelvic junction. Ptosis (3 
inches) of the right kidney. Bladder culture: Colon 
Bacilli. Kidney Specimens: Showed no growth. 

8. Mrs. M. McB. Diarrhea with nausea and ab- 
dominal pain along the colon; colon very tender; no 
pelvic pain or other signs of pelvic infection. Rest and 
opium yielded results. Temperature: 100.8 on 8th post- 
partum day; 101.0 on 9th postpartum day; 100 on 10th 
postpartum day. Normal thereafter. 

9. Mrs. W. B. Temperature: 102.2 on 3rd_post- 
partum day; 100.8 on 4th postpartum day; 100.0 on 5th 
postpartum day; 100.4 on 6th postpartum day. Normal 
thereafter. Nothing noted on chart except very tender 
breasts. : 

10. Mrs. H. F. Temperature: 100.2 on 2nd _post- 
partum day; 101.8 on 3rd postpartum day; 101.0 on 4th 
postpartum day; 100.0 on 5th postpartum day. Nothing 
noted on chart to account for temperature elevation. 
Had hemoglobin of 44% on 1st postpartum day. 


11. Mrs. G. N. Temperature normal until 12th 


postpartum day. Temperature 102.6 on 13th postpartum 
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day ; 102.0 on 14th postpartum day. Normal that night. 
Had a profuse bloody vaginal discharge for three days 
at end of second week. Urinalysis 2 weeks post- 
partum—albumin +; pus. Urine culture: Strep. viri- 
dans; Staph. albus. Also pain, tenderness and red- 
dened area in the right breast. 

12. Mrs. F. O'B. Chill and temperature of 103.2 
on 11th postpartum day; 101.0 on 12th postpartum day ; 
100.0 on 13th postpartum day. Diagnosis: Breast in- 
fection. 

13. Mrs. L. McM. Temperature 100.4 on 2nd and 
3rd postpartum days. No other symptoms except en- 
gorged breasts and fissured nipples. 

14. Mrs. I, C. Pyelitis during pregnancy. Tem- 
perature: 102.2 on 1st postpartum day; 103.2 on 2nd 
postpartum day; 100.2 on 3rd postpartum day. Taken 
to cystoscopic room on 3rd postpartum day. Ureteral 
catheters inserted for drainage. Responded well to 
drainage. 

15. Mrs. V. C. Temperature: 100.0 on ist post- 
partum day; 101.2 on 2nd postpartum day; 101.0 on 
3rd postpartum day; 100.0 on 4th postpartum day. 
Gradual decline to normal on 10th p. p. day. Took 
anaesthetic very poorly. Emesis of thin green fluid. 
Three hours after delivery she had a sudden, severe 
pain in her chest, followed by severe chill and tem- 
perature to 104 with cough. Dr. H. MacDonald diag- 
nosed as pulmonary embolism. Paresis of bladder for 
10 days also. 

16. Mrs. L. B. Temperature: 100.8 on Ist post- 
partum day; 101.0 on 2nd postpartum day; 100.2 on 3rd 
postpartum day; 100.0 on 4th postpartum day; 99.4 on 
5th postpartum day; 100.8 on 6th postpartum day. 
Normal thereafter. Double uterus. Two cervices. 
Septum in vagina. Pregnancy on right side. The space 
between the two cervices and the lower part of the 
partition between the two uteri destroyed by the ad- 
vancing head. 

17. Mrs. H. A. Temperature: 101.0 on 2nd_ post- 
partum day; 101.2 on 3rd postpartum day; 99.2 on 4th 
postpartum day. Normal to 8th postpartum day when 
it rose to 100.4. It stood at 99 until the day of dis- 
charge when it was normal. Diagnosis: Infection of 
upper respiratory tract. 

18. Mrs. N. N. Temperature: 104.2 on 3rd_post- 
partum day following a severe chill. 101.2 on 4th post- 
partum day; 103.2 on 5th postpartum day; 100.4 on 
6th postpartum day; 100.6 on 7th postpartum day ; 100.0 
on 9th postpartum day and then normal. Diagnosis: 
Probably pyelitis of right kidney. 

19. Mrs. E. S. Temperature: 101 on 6th post- 
partum day; 100 on 7th postpartum day; 102 on 8th 
postpartum day; 101 on 9th postpartum day and then 
normal. Only other symptom was a slight cough. 
_ Physical examination negative. 


There were five postpartum hemorrhages and 
in all five cases the uterus was packed with 
gauze. Seven cases had moderate sized fibroids 


but they furnished no obstruction or other com- 
plication. One patient developed eclampsia 
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shortly after delivery but had only one convulsion 
and was discharged at the normal time. Three 
cases developed breast abscesses that were incised 
and drained. One case received a radial nerve in- 
jury, probably from the position assumed on the 
delivery table. Two developed a mild puerperal 
psychosis but recovered in a short period of time. 
One had a superficial thrombosis of.a vein below 
the knee. Two cases were delivered that had old 
ischiorectal abscesses which were draining at the 
time but no infection of the pelvis resulted. 
Three cases were delivered that were known to 
have acute gonorrhea in early pregnancy but 
none developed fever or other evidence of infec- 
tion and none of the babies were infected. All 
three gave repeated negative smears before de- 
livery. 

All of these patients were examined after six 
to eight weeks had elapsed from the time of de- 
livery and the following information was ob- 
tained. Only 25% were nursing their babies 
without supplementary feeding and 40% were 
not nursing at all. The average duration of 
bloody show was four weeks. Forty-two per cent. 


reported some vaginal discharge at the time of : 


the examination. Only 5% reported any pelvic 
pain. Fifty-one or 10% were complaining of 
constipation and 82 or 16% had hemorrhoids. 

Constipation in pregnancy seems to be on an 
endocrine basic and the condition of course, pre- 
disposes to dilatation of the rectal vessels. This 
together with the mechanical factors of pressure 
and dilatation predispose to this fairly high per- 
centage of rectal pathology. Hemorrhoidectomy 
was performed three times on the tenth post- 
partum day. 

One hundred and three, or 20% of the patients, 
complained of backache. This complaint is not 
gone into very often because it seems to be 0 
common with women these days that one could 
spend his entire time investigating it. It is the 
opinion of most gynecologists that only about 
15% of the backache in women is due to some 
pelvic condition and it is the author’s opinion 
that most of it is due to lack of muscle tone and 
abnormal posture from wearing fancy shoes. 

All of these patients had a catheter passed 
just before delivery and many were catheterized 
postpartum. Ten cases developed what could be 
termed a severe paresis of the bladder and were 
catheterized for ten days or more. Only six cases 
developed a cystitis from these catheterizations. 
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When the patients were examined at six to 
eight weeks postpartum, the following findings 
were noted : 

Vagina tight or painful 33; granulation tissue 
in scar 14; cystocele or rectocele 9; open or 
gaping 11 and of these 11, four were advised to 
have a vaginal repair. 

Cervic—lacerated 62 and eroded 124. Four of 
the cervical lacerations were given secondary re- 
pairs and the electric cautery was used on 185. 

Uterus was found to be retroverted in 109 
which is about the normal incidence of retrover- 
sion among women in this locality. Only 83 of 
these were treated with pessary as the other 24 
had undergone complete involution and were 
freely movable with no symptoms. The uterus 
was not completely involuted in 23 cases. Where 
this condition was found, the patient was treated 
with from three to five glycerite of boroglycerine 
tampons and long hot douches. The uterus was 
considered free in all but six cases and swelling 
of the adnexae was noted in only fifteen. Fi- 
broids of the uterus in seven cases furnished no 
symptoms that were noted on the charts. 

Summary and Conclusions.—Five hundred pa- 
tients with cephalic presentations were delivered 
with forceps and episiotomy after the head had 
reached the pelvic floor. 

The incidence of morbidity was 3.8% which 
corresponds very well with maternal morbidity as 
2 whole. , 

The fetal mortality was only 1% which is 
much lower than average for full-term delivery. 

There were no maternal deaths. 

Seventy-nine cases were found to have cervical 
tears and these were repaired at the time where- 
as in spontaneous delivery without episiotomy, 
where only a few emergency sutures are placed 
in the perineum, the cervix is seldom, if ever, 
inspected and these tears go unnoticed. 

Only nine cases were found to have cystocele 
or rectocele at the final examination. Anyone 


working among clinical patients delivered by 
mid-wives and students knows how frequently 
these conditions are found. 

Five cases of hematoma of the perineum show 


a faulty or too hurried repair. We attempt to 
repair the episiotomy without tying the bleed- 
ing points, More attention must be given to con- 
trol of bleeding from the wound. 


The catheter is being passed too often. The 


incidence of puerperal cystitis was low but it is 
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doubtful that it is low because of so many cathe- 


terizations. 
636 Church Street. 





POSTOPERATIVE OR INCISIONAL 
HERNIAS OF THE ANTERIOR AND 
LATERAL ABDOMINAL WALL 


Armké Paut Herneck, M. D. 
Surgeon to St. Paul, Frances Willard and American Hospitals, 


CHICAGO 


Postoperative hernia is a serious surgical 
condition not infrequently encountered by all 
abdominal surgeons. The repair of these hernias 
is often a trying problem especially when 
through extensive and prolonged infection con- 
siderable fascial and muscle tissue has been lost 
and there remains a gap which cannot be closed 
by the usual methods of herniotomy. 

The abdominal wall acts as a buttress for the 
abdominal viscera. It assists in the regulation 
of intraabdominal pressure; it aids in the proc- 
esses of respiration, urination, defecation and 
parturition. All incisions of the abdominal wall 
weaken it, impair its integrity and predispose 
to hernia formation. It may not be amiss to 
state that the fundamental principles that under- 
lie the treatment of incisional hernias are equally 
applicable to the prevention and cure of recur- 
rent hernias: inguinal, femoral, umbilical, etc. 
Incisional hernias may occur through any part — 
of the abdominal wall, median, lateral, posterior. 
They are always associated, even when uncom- 
plicated, with pain, discomfort, impaired effi- 
ciency and functional disturbances. These 
hernias are of various sizes, they may be recent 
or old, reducible or irreducible, inflamed, ob- 
structed or strangulated, may protrude through 
part of, or bulge through the whole length of, 
the incisional scar. The sac and contents of in- 
cisional hernias present the same characteristics 
as the sac and contents of other hernias. The 
hernial sac may be the seat of a localized peri- 
tonitis, bacterial, traumatic, mechanical; the 
contents may be the seat of inflammatory, degen- 
erative or neoplastic changes. Any abdominal 
viscus, the pancreas excepted, may be found in 
the sac of a. post-operative hernia. 

The object of this communication is two fold: 
first, to enumerate and emphasize preoperative 


-—— ——— 


Read before Association of French-speaking physicians of 
North America, at Quebec, Canada, August 27-30, 1934. 
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and operative details that tend to prevent or 
rather minimize the occurrence of postoperative 
hernias; second, to suggest appropriate measures 
for the complete and permanent cure of this 
handicapping infirmity. 

Incidence of Incisional Hernias. The per- 
centage incidence of incisional hernia is va- 
riously estimated. Cave’ states that in 5,366 
abdominal operations, postoperative hernia oc- 
curred in 2.2 per cent; Stanton,” in 500 laparo- 
tomies which he performed noted 24 postopera- 
tive hernias; Sokolov,* from replies received to 
an international questionnaire sent to 1,140 sur- 
geons, reports that the condition is more fre- 
quent in males than in females; the incidence of 
wound separation in all abdominal operations 
ranged from 0.03 to 3 per cent, but he himself 
thinks that the current percentage ranges be- 
tween 2 and 3 per cent; Garbien* states that in 
1,123 laparotomies performed in the obstetrical 
and gynecological sections of the Lemberg Hos- 
pital (within 3 years), the incidence of post- 
operative hernia was 2 per cent. 

Regarding the proportion of all incisional 
hernias, Masson® cites a 10.8 per cent incidence 
of incisional hernias in 5,502 cases of hernia 
treated at the Mayo clinic. Cave found the inci- 
dence at the Roosevelt Hospital, New York, to 
Cave further states that about 
60 per cent of incisional hernias develop within 


be 6.02 per cent. 


two months following the original operation and 
that the great majority occur in patients be- 
yond the thirty-fifth year of age. However, an 
incisional hernia may, following a severe effort 
or strain, such as a paroxysm of cough, the lift- 
ing of a heavy weight, etc., develop several years 
after an operation. 

Garbien, considering pelvic operations in the 
female, gives the incidence of postoperative 
hernias for special operations as follows: The 
percentage following hysterectomy was 1.14; 
following cervical carcinoma, 3; following cesa- 
rean section, 2; following operations for uterine 
myomas, 2.26; following operations for non- 
suppurative inflammations of the adnexa, 2; 


following suppurative inflammations of the 
adnexa, 2. 
Unusual Postoperative Incisional Herntas. 


The Littré or Richter type of hernia, partial 
enterocele or, as it is sometimes described, hernia 
of Meckel’s diverticulum, is rare as a postopera- 
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tive hernia. The ileum is the portion of the 
intestine most commonly affected. This partial 
enterocele is occasionally found in association 
with ventral postoperative hernia and its possi- 
ble existence should be borne in mind, in many 
cases of pain and discomfort in the region of 
abdominal operative scars, even when there is 
not an obvious bulging. A small knuckle of 
bowel may be adherent to the scar through a 
small rent in the peritoneum, and the amount 
of bowel obstruction will depend on the size of 
the rent and on the volume of the protruding 
knuckle. Mild cases may produce only pain or 
discomfort with more or less constipation; se- 
verer cases produce more marked symptoms with 
nausea, vomiting and obstruction. The symp- 
toms and diagnosis are those of intestinal ob- 
struction, partial or complete, but the enterocele 
is always partial. In the less severe cases, the 
condition of hernia may be entirely unsuspected 
as the symptoms do not suggest it. 

Rhodes reports three cases of partial enterocele 
in association with former operative wounds; 
all three were old appendectomy cases. In two 
of these patients, the fibers of the internal 
oblique and transversalis muscles had been cut 
across just beside the edge of the rectus muscle. 
A knuckle of small intestine bulged through an 
opening in the peritoneum. In the third case, 
at the time of the original operation a loop of 
ileum had been caught in a niche when the peri- 
toneum was being sutured. Following a correc- 
tive operation, all three patients made good 
recoveries with cessation of their symptoms. 

A curious case is reported by Giordanengo. 
The patient’s injuries, an extraperitoneal rupture 
of the bladder, called for an emergency cystos- 
tomy. A fistula followed. Owing to the incom- 
plete or unskilful closure of the abdominal wall, 
there resulted a hernia of the urinary bladder 
in the suprapubic region of the linea alba. In- 
complete eyaculation of urine and other urinary 
disturbances including cystitis followed. 

Milone™’ reports the case of a woman operated 
upon 22 years previously, a cholecysto-appendec- 
tomy had been done. 'The wound opened about 
two months later with a serosanguineous dis- 
charge; it finally closed. About a year later, 
there developed a tumefaction, the size of an 
adult’s head. It contained a large part of the 
stomach, small intestines and part of the colon; 
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the original incision was pararectal and was 
partly ulcerated in its lower part. 

Bates'® reports an incarceration of the gall 
bladder through an old abdominal incision. Fif- 
teen years previously, the patient had had a gall 
bladder drainage operation. The acute pain 
and other symptoms present led to the pre- 
operative diagnosis of ventral hernia with incar- 
ceration of a portion of the bowel. Operation 
disclosed a gallbladder herniated through the 
ventral incision. Only a few such cases are 
described in the literature. 

Sarnoff!® reports a lumbar hernia complicated 
with two ovarian cysts. Lumbar postoperative 
hernias are rare, as the muscles in this region 
have close points of attachment to the under- 
lying viscera which, in part, are extraperitoneal. 
Following renal operations, hernia rarely de- 
velops unless there has been a good deal of post- 
operative suppuration. The structures of this 
region are skin, a good layer of fat, four layers 
of muscle, namely, the latissimi dorsi, external 
oblique and the internal oblique, and the trans- 
versalis muscle going transversely toward the 
midline. In Sarnoff’s case, a lumbar irreducible 


hernia complicated by torsion of large multilocu- - 


lar ovarian cysts, the size of a watermelon, of 
both left and right ovaries followed a nephrec- 
tomy. After removal of the cysts there was 
room in the abdomen for the viscera extruded in 
the hernia. The patient made a good recovery. 
In this case the intraabdominal growths probably 
favored the herniation. 

Postoperative femoral hernia can follow and 
has followed the repair of inguinal hernia. 
Studsinsky*® records such a case and he cites the 
following possible factors in the occurrence of 
such hernias; 1. the contents of the inguinal 
hernia having been returned into an abdominal 
cavity too small to hold them; 2. the repair of 
the inguinal hernia has a tendency, in certain 
cases, to elevate a relaxed Poupart’s ligament, 
thus increasing the patency of the femoral canal ; 
3, the individual predisposition to hernia forma- 
tion by reason of fat, flabby muscles and relaxed 
ligaments; 4. certain cachectic states, includ- 
ing tuberculosis and malignancy. 

Incisional and inguinal hernias not uncom- 
monly follow operations for appendicitis. Grif- 
fiths,?* Balfour,?* Griffiths reported 11 such 
cases, 10 of which occurred on the right side and 
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one on the left. The incision employed for the 
removal of the appendix was of the McBurney 
muscle splitting type in all but one case, and in 
this one a right rectus incision was made and 
the muscle was retracted instead of being split. 
These 11 cases occurred among 100 consecutive 
cases of hernia and the time elapsed varied from 
a few months to three and one-half years after 
the appendectomy. 

Others, who have reported right inguinal 
hernias following appendectomies in which a 
McBurney incision had been used, do not agree 
that there is any definite connection between the 
McBurney incision and the development of the 
inguinal hernia. Some think that injury to the 
branch of the ilioinguinal nerve, internal to the 
anterior-superior iliac spine, in the McBurney 
incision is the cause of many postoperative 
inguinal hernias, since it produces a paralysis 
of the muscles and of the conjoined tendon 
around the internal ring. Cases have been re- 
ported of patients, with right inguinal hernia 
which followed the McBurney incision, operated 
upon for repair of the hernia and from whom at 
the same time sections of the ilioinguinal nerve 
were removed from the canal. Histological 
examination disclosed partial degeneration in 
several such cases. Unquestionably, appendec- 
tomy is done many, many times by the McBur- 
ney incision without subsequent development of 
hernia. It is our opinion based on personal 
experience that the McBurney incision may well 
be used with advantage if care be taken not to 
injure the ilioinguinal nerve. 

Prevention of Postoperative or Incisional 
Hernias. Most factors, mechanical, infective, 
operative or asthenic, known to favor the de- 
velopment of incisional hernias of the anterior 
and lateral abdominal wall can, in a large meas- 
ure, be eliminated by the employment of a satis- 
factory surgical technique and judicious pre- and 
postoperative treatment. From the standpoint 
of potentiality, these factors can be classified 
as preoperative, operative and postoperative. All 
these causative factors demand at the appro- 
priate time the vigilance and consideration of 
the surgeon. 

In abdominal operations of election as well 
as in all other operations in which delay is per- 
missible, the careful surgeon places his patient 
in condition to withstand the operative assault. 
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Patients suffering from systemic diseases should 
when circumstances permit undergo careful 
preoperative rehabilitation. Appropriate meas- 
ures must be taken to combat obesity, albumin- 
uria, glycosuria, chronic pulmonary affections, 
ete. In obese patients, who overeat or who lack 
sufficient exercise, restrict the diet, increase elim- 
ination, measure the intake and output of water; 
in individuals with voluminous hernias, order 
semi-starvation and make persistent and numer- 
ous preoperative attempts to reduce the hernia 
and to keep it reduced if possible. Massive 
hernias whose contents when replaced would dan- 
gerously increase the intraabdominal tension 
necessitate preoperative treatment to insure 
permanency of cure. The sudden reduction of 
a large amount of intestines into the abdominal 
cavity has been responsible for several deaths 
from interference with the heart’s action. 

b. Avoid too lengthy incisions. Incisions 
should be adequate in length to the needs of 
the operative procedure at hand and no longer. 
Other things being equal, the longer the incision, 
the greater the weakening of the abdominal wall. 
Rieder** reviewed the upper abdomen operations 
in Sudek’s clinic from 1921 to 1928. There were 
215 median incision laparatomies with 62 post- 
operative hernias, 22 diastases of the rectus and 
6 small openings in the white line; in 73 para- 
median incisions, there was na postoperative 
hernia and only 3 diastases of the rectus; 21 
pararectal incisions gave 8 hernias; in 17 trans- 
rectal incisions, there were 2 hernias; in 36 with 
an angular incision, namely, a median incision 
with a horizontal branch or one parallel to the 
costal border, there were 9 hernias. Rieder, 
therefore, thinks, that in the upper abdomen, the 
paramedian incision least impairs the solidity of 
the abdominal wall and best avoids hernia de- 
velopment. Such an incision begins at the 
xiphoid appendix and descends below the umbili- 
cus. Cave is of the opinion that in the upper 
abdomen muscle-splitting incisions result in 
fewer hernias. 

In the lower abdomen, the concensus of opin- 
ion seems to favor midline rather than parame- 
dian incisions. The latter leave a thin strip of 
muscle which does not easily unite postopera- 
tively and which has a tendency to atrophy. 
Cave recommends that the incision through the 
posterior sheath of the rectus, transversalis fascia 
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and peritoneum be made more medially (34 to 
1 inch) than the incision through the skin, 
anterior sheath and rectus muscle. 

ce. Avoid needless traumatizing of tissue; be 
gentle in all your operative manipulations, 
Visceral adhesions to the parietal peritoneum at 
the site of incision favor hernia production. 
Avoid avulsion or traumatizing of nerve twigs. 
In appendiceal and hernial operations, the ilio- 
inguinal, the iliohypogastric nerves are exposed 
to cutting. Sectioning of nerves results in 
muscle injury, muscle atrophy and muscle paral- 
ysis. Muscle atrophy follows section of the 
rectus nerve supply. The latter enters at right 
angles to the direction of the muscle fibers and 
passes more or less horizontally across the mid- 
line. When a longitudinal incision passes be- 
tween these fibers, the motor nerve supply to the 
fibers lying medial to the plane of incision is 
more or less completely destroyed, unless chance 
regeneration of the axis-cylinders quickly occurs. 
By displacing the rectus muscle laterally after 
its anterior sheath has been opened, the integrity 
of the nerves remains undisturbed. (Bachman). 
The sheath medial to the incision is reflected 
toward the midline exposing the inner border of 
the muscle. Incision through the posterior rectal 
sheath, fascia transversalis and peritoneum can 
be continued in the same plane as with the skin 
incision. 

d. Secure perfect hemostasis thereby avoid- 
ing the formation of postoperative hematomata 
between the layers of the operative wound. 

e. Use absorbable suture material. In all our 
primary laparatomies, we use absorbable suture 
material. In all operations for voluminous, re- 
current or incisional hernias, we use fascia lata, 
either living or preserved. 

f. Secure perfect asepsis. Operate in an 
operating room used exclusively for non-infected 
surgical cases. Infection produces a more rapid 
disintegration of catgut; knots more easily slip 
apart, when bathed by- infected serum or frank 
pus. In the presence of these conditions, cough- 
ing, sneezing, hiccoughing or other causes of 
increased intraabdominal pressure more readily 
force a small tag of omentum or even a knuckle 
of bowel wall between the edematous wound 
edges. Sloughing of vast areas of tissue results 
from infection. This loss of tissue predisposes 
to partial herniation through the incisional scar. 
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Sepsis accounts for many recurrent hernias and 
for many incisional hernias. 

Suppuration and infection have been attrib- 
uted to a variety of incidental causes such as 
the suture material used. A few authors favor 
the use of silk for buried sutures; most opera- 
tors, however, favor the use of absorbable suture 
material. This brings up the old question of 
freedom of commercial catgut from infection. 
Knorr™ recently made a thorough study of this 
subject. He found that 80 per cent of samples 
of commercial catgut, purchased in the open 
market, did not conform to the officially estab- 
lished definition of sterilization. His bacterio- 
logical findings were completely confirmed by 
microscopic examination. Such catguts might 
contain even gas gangrene bacilli. “Sterile” 
catgut might even contain actinomyces. The 
typical catgut flora is especially the B. mesen- 
tericus ruber which is frequent. While wound 
infections cannot always be attributed to catgut, 
nevertheless it is admitted that this suture mate- 
rial may be the cause of suppuration in an 
otherwise clean operation, and that the methods 
of catgut sterilization apparently leave much to 


be desired, no matter what manufacturers as-. 


sert. In some susceptible hypersensitive pa- 
tients, catgut as a foreign protein may give rise 
to reactions. 

Besides Knorr, Meleney and Chatfield’* have 
also shown that postoperative infections may be 
traced to catgut. Their examinations of speci- 
mens of catgut purchased in the open market 
have convinced them that surgeons throughout 
the United States often use contaminated cat- 
gut. In their specimens, they found all of the 
common gas gangrene organisms and others 
have found the bacillus of tetanus. Hellendall** 
mentions that infection occurred in from 2 to 
3 per cent of the aseptic operations carried out 
in the surgical clinic of Konigsberg; it is possi- 
ble that the source was the catgut used. “Non- 
sterile sutures, have during 1931-1934 been mar- 
keted by several American catgut manufacturers” 
Clock. 

g. Avoid excessive tension on the suture line. 
Obtain contact without tension. Tight suturing 
means tissue tension. Tissue tension causes 
local impairment of tissue nutrition and dim- 
inished tissue vitality. Excessive tension fre- 
quently results from attempts ta bridge too 
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wide a defect with insufficient tissue. The tis- 
sues tear out; the sutures tear out. Divided 
tissues call for apposition, approximation, and 
not strangulation. The latter causes necrosis. 
A suture, especially a deep suture, if placed 
under great tension will devitalize the tissue 
within its bite and leave a weak spot for later 
protrusion. 

h. Avoid precipitate, careless or improper 
closure of the incised layers of the abdominal 
wall; an operation is not a speed contest. A 
weary operator or an inexperienced surgeon is 
often responsible for the malocclusion of the 
laparotomy wound. Careful suturing of the per- 
itoneum, transversalis fascia and of the pos- 
terior and anterior sheaths of the rectus is of 
paramount importance in median laparotomies. 

i. Avotd needless drainage, avoid needlessly 
prolonged drainage. Drains are soon sealed off 
and do not drain any considerable portion of 
peritoneum. Any wound necessitating drainage 
of the peritoneal cavity evokes a potential hernia. 
When drainage is necessary, bring the drain out 
through a stab-wound rather than through the 
primary incision. In gallbladder surgery, there 
is now a tendency not to drain an aseptically 
performed operation. Stab wound drainage 
through the right flank serves the two-fold pur- 
pose of firm closure and drainage, but drainage 
tubes should be left in place only for the mini- 
mum time. Cave states that over a ten year 
period, in one surgical division alone, 444 
patients were operated upon for acute appendici- 
tis through a McBurney incision and followed 
up; in 162, the wound was drained and in 282, 
not drained. In no instance, had an incisional 
hernia been detected in the non-drained group; 
on the other hand, in the 162 drained cases, 21 
patients developed a definite postoperative in- 
cisioual hernia. 

For the prevention of incisional hernias and 
also for their successful treatment, all abdom- 
inal section patients should receive adequate, 
judicious and prolonged postoperative care. 
After closure of the operative wound and the 
snug and intelligent application of the abdom- 
inal binder and the adhesive tapes, the patient is 
to be placed in bed, in the jack-knife position 
with the shoulders and knees raised on pillows, 
to an angle of about 45 degrees. This position 


lessens the tension on the suture line, facilitates 
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firm tissue-union and is especially indicated 
after operations for inguinal or femoral hernia. 
It relaxes Poupart’s ligament, the conjoint ten- 
don with its component parts and to a lesser 
degree the rectus muscle. 

After recovery from any laparotomy, it is de- 
sirable to avoid and combat all causes of in- 
creased intraabdominal pressure: coughing, 
sneezing, vomiting, hiccoughing, abdominal dis- 
tention, urinary retention, constipation, ete. 
For coughs, use sedative expectorants; for vom- 
iting, if repeated, gastric lavage; for hiccough, 
inhalation of 5% CO, in O; for urinary reten- 
tion, urotropin in repeated doses; if this be in- 
effective, resort to vesical catherization; for 
abdominal distention, pituitrin, hypodermically ; 
for constipation, enemata and cathartics; for 
postoperative restlessness, resort to hypnotics 
first, narcotics, if hypnotics fail. Sutures need 
not be removed on schedule time. The rate of 
absorption or dissolution of strands of catgut 
varies according to altered chemical reactions 
of the body-juices. In certain patients, the 
catgut is prematurely absorbed, and thus the 
sutures are deprived of their retentive function, 
the deeper layers of the wound gap and an 
incipient hernia is initiated. One should not be 
over-zealous about getting patients out of bed 
too soon. ‘Twenty-one days in bed after an oper- 
ation for incisional hernia is none too long. 
Unusual body exertion should be avoided for at 
least three months. Patients should be warned 
to avoid constipation; if a woman, to avoid, if 
possible, the risks of pregnancy. Postoperative 
increase in weight should be avoided by exercise 
Obesity 
predisposes to hernia formation; the accumu- 
lated fat being deposited in the omentum, in the 
mesentery and in the subperitoneal tissue in- 
creases the intraabdominal tension. Sokolov 
thinks that diet and season are factors in hernia 
formation. In northern people, he found that 
postoperative hernia occurred most frequently in 
the early part of the year and explains this fact 
on the basis of the general fatigue and a relative 
vitamin © deficiency present during the winter 
months. As a prophylactic measure, he also 
recommends a diet rich in vitamin. 

For the last three years, in all recurrent and 
in all incisional hernias that we have operated 
on for radical cure, we have invariably employed 


and hygienic and dietetic measures. 
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as buried suture material, fascia lata, either 
living or preserved. As our results have been 
uniformly satisfactory and as we have not modi- 
fied in any other way the technique of the opera- 
tions we employ, we attribute our improved 
results to the employment of fascia lata as suture 
material and as grafts. Living fascia possesses 
the advantages of accessibility, elasticity, abund- 
ance, strength and readiness to heal when trans- 
planted. We grant, that fascial sutures either 
living or preserved are not usually indicated to 
approximate the divided tissues of the ordinary 
laparotomy wound. 

The great advantage of fascia grafts is that 
they become an integral part of the tissues that 
they unite. Autogenous fascial grafts live and 
add greatly to the strength of fascial layers 
which are deficient or have atrophied. The 
texture of the tissues becomes attached to the 
grafted part by the ingrowth of fibroblast. The 
grafted fascia lata living or preserved, has 
proven to be an ideal suture. Becoming incor- 
porated into its host with only slight reaction 
and slight absorption, it acts as a permanent 
scaffolding for the ingrowth of the host’s own 
cells. Living sutures are not absorbed and they 
continue for all time to perform the function for 
which they are intended. 

Through the establishment of vascular net- 
works, the implanted tissue becomes vascular- 
ized. Dead cells are carried away and are re- 
placed by living cells from the tissues of the 
host. (Koontz, Nageote). 

We secure living fascia lata from the outer 
side of the thigh; the fascia lata there is thick 
and loosely attached to the vastus externus. We 
have employed the technique first employed by 
McArthur, who partly detached strips, one-eighth 
to one-fourth inch in width, and of the length 
of the external oblique aponeurosis from the 
termination of the fleshy muscle to the pubic 
attachment. McArthur’s method avoids the ne- 
cessity of an additional incision. Its disadvan- 
tage lies on the limited amount of fascia avail- 
able from the aponeurosis, and often where it is 
most needed, the external oblique is so fringed 
or so thin that satisfactory strips cannot be ob- 
tained. Gallie and Le Mesurier recommend and 
successfully employ autogenous grafts of fascia 
lata, cutting them into proper lengths and 
proper widths, approximating in a few cases, in 
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others, by far the greater numbers, overlapping 
the edges of the hernial defect. It is important 
to remove the layer of areolar tissue present 
between the fascia lata and the underlying 
muscle. In suturing fibrous structures, the 
intervening areolar tissue must be removed in 
order to secure firm union. The more carefully 
the areolar tissue is removed from both struc- 
tures to be united, the firmer the resulting union. 
If the gap cannot be closed without tension, we 
place and sew a sheet or two of fascia lata over 
the defect. To close large defects of the abdom- 
inal wall, I preferably employ free transplants 
of fascia lata to the transposition of aponeurotic 


flaps. I deem it unwise to weaken any area of 


the abdominal wall for the sake of fortifying 
another area. Transplants enable us to replace 
tissues that have been lost by infection or other 
forms of destruction. These transplants of 
living fascia lata from the thigh to reinforce the 
hernia repair are usually taken from the thigh 
opposite the side on which the hernia is situated ; 
thus, the two operators are not in each other’s 
way. Many clinicians employ living fascial 
The drawback of Gallie and Le Mesu- 


grafts. 


riers operation is that an additional operation — 


has to be done in order to get the needed fascial 
suture material. Many patients object to the 
thigh incision. We are now employing as suture 
material in the repair of incisional hernias, ox- 
fascia lata sterilized by chemical means and pre- 
served by immersion in an alcoholic solution. 
We employ preserved ox-fascia lata, either as 
an ordinary suture material or as a basketweave 
network to close defects. In some cases, we use 
two sheets or layers of fascia lata placed at right 
angles to each other. 

Treatment of Incistonal Hernia. The ideal 
time to operate on incisional hernias is when 
they are small for the reparative operation at 
that stage is relatively easy. It is obvious that 
in incisional and also in recurrent hernias, suc- 
cessful operative treatment cures the existing 
hernia, but does not remove all the predisposing 
causes, hence the frequency and tendency to 
recurrence of this pathological condition. Quite 
a number of plastic methods have been devised 
for the cure of postoperative incisional hernias, 
most of them depending upon the use of living 
or dead fascia. Multiplicity of methods of treat- 
ment seems to be a confession of failure. If 


AIME PAUL HEINECK 535 


there is eventration, of course the first thing is 
to reduce the abdominal viscera. This is effected 
especially by posture. It is not always easy and 
Welton** describes a method of doing it. He 
takes two strips of iodoform gauze, 4 to 6 inches 
long, sutured end to end with catgut, and placed 
over the presenting abdominal contents. The 
edges of the wound are freshened and again 
closed not in layers but each stitch taking all 
layers with silkworm-gut. The gauze strips are 
removed on the tenth day in two pieces by pull- 
ing on the free projecting edge of the silk piece, 
the catgut connecting them, the sutures having 
been absorbed. 

For the repair of an ordinary vertical incision 
hernia, the overlapping of the edges of the de- 
fect by the aid of transplanted living fascia 
strips is the most common method in use. The 
strips are inserted and used as sutures to keep 
both recti edges in apposition, or may maintain 
these imbricated, overlapping one another in 
the middle line or _ paramedially. The 
method of using autogenous fascia lata strips as 
suture material and as grafts for the repair of 
hernias, was originated by Gallie and Le Mesur- 
ier®> in 1924. These transplanted strips persist 
as living tissue and become incorporated in the 
muscle with which they are associated. Koontz® 
believes that equally good results can be obtained 
with preserved animal fascia. The use of pre- 
served ox-fascia avoids the need for an extra op- 
eration. Sigalas prefers metallic sutures or 
heavy silk passed through all the layers of the 
abodominal wall. My experience with metallic 
sutures in hernia repair work has been discour- 
aging and has led me to discard them completely 
in herniatomies. 

For lateral eventrations especially of the 
lower abdomen Demel**? recommends that the 
abdominal wall should be reconstructed layer 
by layer making a duplication of the superficial 
aponeurosis; if the latter cannot be done he 
employs a graft or performs a plastic operation. 

Sometimes a postoperative hernia with evis- 
ceration is of long standing. Mathews?* de- 
scribes a case of a very large strangulated hernia 
which followed an appendectomy done 18 years 
previously. During this entire period the hernia 
had increased in size. Under spinal anesthesia, 
the skin and subcutaneous cellular tissue were 
widely dissected away from the fascia on both 
sides and the bowel freed from the parietal peri- 
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toneum to which it was attached. After applica- 
tion of the thickness of the sac (which was com- 
posed of peritoneum fascia and fibrous tissue) it 
was sutured over to the under surface of the ab- 
dominal wall on the right side, using continuous 
catgut sutures. The flap on the left side was 
brought over in the same way to the fascia of the 
other abdominal wall. The wound healed pri- 
marily. 

In a case of recurring umbilical hernia in 
which on account of muscle atrophy, it was im- 
possible to approximate the edges of the recti 
muscles, Comolli*® did a muscular plastic opera- 
tion with the two gracilis muscles, sectioned at 
their distal extremity, pulled up and fixed next 
to each other in correspondence with the um- 
bilical pubic line, as a substitute for the anterior 
rectus muscle in its subumbilical portion. 

Recurrence of repaired postoperative hernia is 
said to occur in from 25 to 40 per cent. of the 
cases. The recurrence must be treated like an 
original hernia. Sokolov states that in his col- 
lected 614 cases, the wound was tightly closed 
again with 132 deaths; in 203 cases, the open 
treatment was used, with 72 deaths. Many of 
these cases were extensive eviscerations and peri- 
tonitis was the most common cause of death with 
pheumonia and shock next. 

Our method of procedure in incisional hernia 
is the following. By elliptical incisions we sur- 
round the old operative scar and then excise both 
the scar and the skin within the incision. As 
these hernias are frequently irreducible and 
strangulated, as their contents are frequently 
adherent to the sac, it behooves one to proceed 
cautiously so as not to injure the sac contents. 
The sac is freed down to its neck and the fascia 
carefully cleaned for about 5 cm. in each direc- 
tion from the neck of the hernial sac. The sac is 
then opened cautiously and is freed from its 
contents if this be easily feasible. Herniated 
omentum, if fringed or showing degenerative 
changes, should be removed. Elongated omental 
fringes are very liable to contract adhesions to 
the abdominal parietes and to cause subsequent 
mischief. Omental removal makes the operation 
easier, and the chance of recurrence less. The 
adhesions should be cut or separated from the 
bowel wall close to the sac, if this can be done 
without much traumatizing of the gut. In dif- 
fuse massive hernias where the intestines are 
adherent to the sac, and it is difficult and dan- 
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gerous to attempt the entire removal of adherent 
saccular tissue, islands of sac may be left attached 
to the loops that are returned to the abdominal 
cavity. The sac is when possible completely re- 
moved. For the closure of the hernial defect, 
we are not satisfied with the apposition or ap- 
proximation of the edges of the deféct but over- 
lap, imbricate the edges laterally or vertically. 
In some cases, it is necessary to excise the um- 
bilicus so as to better overlap the aponeuroses. 
Fascia will unite with epimysium, perimysium 
and endomysium. The abdominal wall is drawn 
together like a double-breasted coat. This im- 
brication is not always possible. Nevertheless, 
in some way or other to cure the hernia, the 
defect must be closed. Postoperative hernias re- 
paired with catgut have been known to break 
down within the first few days following opera- 
tion. Close as much of the defect as possible 
with a running stitch of living or preserved 
fascia. Then insert a free sheet of fascia lata, 
living or preserved, into the remaining defect. 
Following this, a reinforcement lace-work suture 
line of fascial strips, living or preserved, is placed 
over the implant. Fascial grafts are preferably 
placed between the peritoneum and_ the 
endoabdominal fascia. Two patches of fascia 
may be placed in opposite directions, like a cross. 
A basket-work mat of fascia may be used to close 
the defect, the living or preserved fascia lata 
being laced in sock-darning way across the open- 
ing so as to substitute an effective barrier. The 
fascia lata leads to considerable fibrous tissue de- 
velopment. If preserved ox-fascia is used, it is 
well to soak it in warm saline solution for one or 
two hours so as to remove the alcohol. 

Previous to the removal of living fascia lata 
from patient’s thigh, prepare the latter ascep- 
tically from hip to leg. As two separate and dis- 
tinct operative procedures are being simultane- 
ously performed upon the patient, separate in- 
strument tables should be arranged. With the 
use of a Masson fascia lata stripper, the whole 
procedure is simplified and the resulting scarring 
is minimal. If a long incision is made over the 
outer aspect of the thigh to secure fascia lata the 
resulting fascial defect on the thigh need not be 
sutured. The transfixion of the ends of the 
fascial strips prevents the unraveling of the ends. 

CONCLUSIONS 

1, All incisions of the abdominal wall impair 

its integrity and predispose to hernia formation 
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with all its associated discomfort and impaired 
efficiency. 

2. The etiology, pathological anatomy, symp- 
tomatology and operative treatment of incisional 
hernias bear a great resemblance to the etiology, 
pathological anatomy, symptomatology and op- 
erative treatment of recurrent hernias. 

3. By eliminating the etiological factors, 
mechanical, traumatic, infective, operative, post- 
operative, of incisional hernias, the incidence of 
this difformity and infirmity can be minimized ; 
can be almost completely prevented. 

4, Every case of incisional hernia calls for 
fascial fortifying of the path of escape of the 
hernial contents. 

5. The use of autogenous living fascia lata 
transplants either as approximating sutures or 
as a substitute for hernial defects, has proven 
satisfactory, when employed with proper tech- 
nique. A permanent bond of union and closure 
of the hernia results. 

6. The use of the Masson “fascial stripper” 
facilitates the removal of autogenous living 
transplants and causes negligible and only mini- 
mal scarring of the thigh. This instrument is 
made to glide between the muscles and the sub- 
cutaneous fat, detaching the fascia and cutting 
it in desired lengths. 

?. Ox-fascia lata, sterilized and preserved in 
alcoholic solution, can be used either as suture 
material or in sheets in the repair of post-op- 
erative hernial defects. 

8. The use of ox-fascia eliminates the objec- 
tionable feature of an associated operation on 
the thigh. It has given highly satisfactory re- 
sults. 

9. After operative recovery the patient is to 
avoid increase in weight, hard work; in a woman, 
pregnancy for a time is to be avoided. All lap- 
aratomies, emergency laparotomies excepted, 
call for careful preoperative, operative and post- 
operative care. In all laparotomies secure, care- 
ful asepsis, careful hemostasis, careful anatom- 
ical approximation. Avoid mutilating anatom- 
ical incisions, and undue tissue tension. Avoid 
premature removal of sutures, and also undue 
haste in getting patient out of bed. Avoid all 
such conditions as unduly increase intraabdom- 
inal pressure. 
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BASAL PULMONARY TUBERCULOSIS 


Oscar B. Ragrins, M.D., and Ets B. 
Freiticu, M.D. 


CHICAGO 


It is frequently asserted that basal tuberculosis 
is so uncommon that, for practical purposes, it 
does not exist. It is also said that persistent 
rales in the upper half of the chest are indicative 
of pulmonary tuberculosis, while rales in the 
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lower half of the chest do not indicate tuber- 
culosis. 

A review of the literature on the subject is of 
some interest, as it shows the controversy that 
exists between various authors on the presence 
of basal pulmonary tuberculosis. Norris and 
Landis,’ speaking about the differential diagnosis 
of chronic non-tuberculous pulmonary lesions, 
emphasize repeatedly that pulmonary tubercu- 
losis is never primarily a basal condition. The 
fact that the physical findings are entirely lim- 
ited to the base of the lungs excludes tubercu- 
losis at once. 

Fishberg? asserts emphatically that basal le- 
sions in pulmonary tuberculosis patients are ex- 
tremely rare. A lesion at the base while the apex 
is free should be considered as non-tuberculous, 
unless the sputum is positive for tubercle bacilli. 
Speaking about pulmonary tuberculosis in chil- 
dren, he clearly states: Chronic tuberculosis of 
the lungs in children of school age, when it does 
occur, affects the upper lobe almost invariably, 
and lesions of the lower lobes should not be con- 
sidered tuberculous unless there are symptoms of 
toxemia and positive sputum.” 

Kidd* quotes various authors who found pul- 
monary tuberculosis lesions primarily in the base 
in one out of 60-80 cases. He himself describes 
two cases of basal tuberculosis lesions out of 412 
that came to autopsy. 

Middleton‘ claims that findings of pulmonary 
tuberculosis may be overwhelmingly or entirely 
in the base. He admits, however, that such oc- 
currences are the exception rather than the rule. 
Dunham and Norton’ believe that basal pul- 
monary tuberculosis is quite common in the 
negro and not uncommon in white persons. They 
reported 26 cases admitted to a 250-bed hos- 
pital during a period of two years with lesions 
confined exclusively to the lower lobe. 

Pancéast,® discussing the paper of Dunham 
and Norton, disagrees with the authors by say- 
ing that primary basal pulmonary tuberculosis 
is “frequently diagnosed by the more or less in- 
experienced, but is a rare manifestation of the 
disease. Jacob’ states that lower lobe pulmonary 
tuberculosis without apical involvement is a rare 
condition. 

In a previous publication® of an analysis of 
necropsy findings in 893 cases, we found that 
out of 482 cases of pulmonary tuberculosis there 
was not a single case recorded with tuberculous 
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pathological changes in the bases of the lungs 
exclusively without involvement of the upper 
lobes at the same time. This observation seemed 
to be rather outstanding, and we have decided 
to follow up this fact clinically. Out of some 
1,500 admissions to the Cook County Tubercu- 
losis Hospital we have encountered 12 cases with 
exclusively basal lesions. In only three out of 
these twelve cases, which report will follow, has 
the diagnosis definitely been established as basal 
tuberculosis lesions by the persistent positive 
sputum obtained. 

Case 1. R. H., female, white, 31 years old, telephone 
operator, was admitted to the hospital in December, 
1929, with cough, hemoptysis, loss of weight, low grade 


temperature, and occasional night sweats. A _ left 
phrenic exeresis was done. She was discharged July, 


Case 1 before phrenicotomy. 


1930, greatly improved and returned to work. She was 
re-admitted in February, 1933, with the complaints 
as above. On examination there was dullness in the 
left lower lobe posteriorly and in axillary region; 
bronchial breath sounds; and moist rales over the same 
area. X-ray showed density with a fairly well-circum- 
scribed area of infiltration in lower third of the left 
lung. Course: Patient was under pneumothorax treat- 
ment for six months and was discharged in improved 
condition. 

Case 2. S. D., male, colored, 24 years old, laborer, 
came into Cook County Hospital, with complaints of 
cough, bloody expectoration, chills, fever, night sweats, 
loss of weight, and pain in left chest of two months 
duration. Examination revealed impaired resonance 
and dullness in left base, somewhat diminished breath 
sounds, and moist rales. Temperature ranged between 
97.6 and 101.4. Pulse ranged from 90 to 110.° X-ray 
revealed a partial consolidation in the middle third of 
left lung resembling a lung abscess. Sputum was posi- 
tive on first examination and was repeatedly positive 
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during his stay in the hospital. Course: Phrenic ex- 
eresis was done one month after his admission, re- 
sulting in a good rise of diaphragm. The patient was 








Case 2 before phrenicotomy. 


improving, but was found dead one morning, apparently 
as a result of a fatal hemoptysis. 

Case 3. A. T., white, male, age 39 years, laborer, 
came in with complaints of cough and expectoration of 
foul, bloody sputum (about % cup daily), pain in his 


left chest, and night sweats of three months duration. 
He had an appendectomy in the same hospital three 


months preceding the onset of the above complaints. 
On examination there was dullness in the left lower 


Case 3 before phrenicotomy. 


lobe and many crepitant rales. X-ray showed marked 
infiltration in the middle third of the left lower lobe. 
A lung abscess was suspected. Lipiodol injection, how- 
ever, showed no filling of cavities. The sputum became 
repeatedly positive. Course: Pneumothorax collapse 
was unsuccessful. A left phrenic exeresis was per- 
formed and the patient began to show improvement. 
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Comment: To rule out pulmonary tuberculosis 
is one of the most difficult problems that con- 
front the phthisiologist, especially in basal le- 
sions. Tuberculous lesions in the lower lobes 
may closely resemble lung abscess, bronchiectasis, 
malignant growth, unresolved pneumonia, syph- 
ilis, and other non-tuberculous lesions. From 
the review of the literature, it seems that the most 
prevailing and just opinions are that pulmonary 
tuberculosis is very seldom exclusively located in 
the lower lobes. Nevertheless, one does not have 
to be dogmatic or have any fixed idea that be- 
cause the lesion happens to be in the lower lobe 
exclusively that it is non-tuberculous. It is 
noteworthy that in the above reported cases, the 
first impression of the attending physician as 
well as the interpretation of the roentgenologist 
was that they were not cases of pulmonary tu- 
berculosis, but of lung abscess and unresolved 
pneumonia. These impressions were strongly in- 
fluenced by the fact that the lesions were ex- 
clusively basal. It is the persistently positive 
sputums that definitely established the correct 
diagnosis in these cases. The infrequency of 
basal pulmonary tuberculosis, however, is un- 
questionable, as our numbers indicate. It is 
probably merely a coincidence that in all our 
three cases the basal lesions were in the left 
lower pulmonary lobe only. 


BIBLIOGRAPHY 


1. Norris and Landis: Diseases of Chest. W. R. Saunders, 
1917, 

2. M. Fishberg: Pulmonary tuberculosis. 3d Edition. Lea 
& Febiger, 1922. 

3. Kidd, Percy: Lancet, 2: 615, 1886. 

4. Middleton, W. S.: Lower lobe pulmonary tuberculosis. 
Amer. Rev. of Tuberculosis, 7: 307-313, 1923. 

5. Dunham, K. and Norton, V. V.: Basal tuberculosis. J. 
A. M. A., 89: 1573-1575, 1927. 

6. Pancoast, H. K.: Ibid. 

7. Jacob, M.: Lower lobe pulmonary tuberculosis. M. J. 
and Rec., 129: 32-35, 1929. 

8. Maurice Lewison, E. B. Freilich, and Oscar B. Ragins: 
A Correlation of Clinical Diagnosis and Pathological Findings 
with Special Reference to Tuberculosis. Amer. Rev. of Tubercu- 
losis, 24: 152-171, 1931. 





MY EXPERIENCE WITH INTRAVENOUS 
INJECTIONS OF MERCUROCHROME 
IN ABOUT 400 CASES 


Artuur P. Martin, M.D. 


Clinical Associate in Obstetrics, Loyola University School of 
Medicine; Attending Obstetrician, Loyola University Dispensary 


CHICAGO 
Since Hugh H. Young first used mercuro- 
chrome intravenously in various infections there 
has been an enormous number of papers pub- 
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lished in connection with this bactericidal agent. 
In spite of some “spectacular” cures reported by 
individual observers the consensus of opinion at 
present as to the usefulness of this drug is dis- 
tinctly unfavorable. The paucity of literature 
related to this subject in the past four years evi- 
dences the lack of interest of the medical world 
in an intravenous therapy which at first prom- 
ised to be a veritable “life-saver.” 

In reading the various reports one is struck by 
the variability of the dosage employed. Most au- 
thors do not seem to have a definite idea as to the 
amount of drug they should inject. Occasionally 
they strike the correct dosage and obtain 
“extraordinary” results, whereas in most cases 
they use an insufficient dosage and fail utterly, 
for which failure they place the blame on mer- 
curochrome. Others resort to mercurochrome 
when the patient is dying, that is, when his kid- 
neys are entirely out of function and his myo- 
cardium completely degenerated. Within four to 
six hours after the injection the patient dies and 
the blame is laid again to mercurochrome. 

The greatest fear of most physicians with re- 
gard to mercurochrome is that it may cause acute 
nephritis and consequently death. Therefore, 
they deny their patients the benefits of a medica- 
tion which this paper is intended to demonstrate. 


Over 12 years ago Hugh H. Young wrote: 
“Injected into the blood it was found to produce 


no irritation of the veins and practically no in- 
jury to the kidneys or other viscera in a strength 
of 10 mg. per kilogram in animals, and 5 to 8 
mg. per kg. in human beings.” Other experi- 
menters who tested the toxicity of mercurochrome 
on animals arrived at similar conclusions. 

As to the effects of this medication Hugh H. 
Young made the following statement: “General 
and local streptococcic infections were shown to 
be curable by this treatment. This was especially 
shown in a case of scarlet fever complicated by 
erysipelas, streptococcic sore throat, abscess of 
tonsils and glands of neck, and septicemia. Blood 
culture showed 38 colonies of streptococcus 
hemolyticus per cubic centimeter. The patient 
could not swallow, the temperature was 105 F., 
and he was drowsy and delirious. Erysipelas ex- 
tended over the face and head. When this case 
was considered practically hopeless, the patient 
was given 15 c.c. 1 per cent. solution (equal to 
7.5 mg. per kilogram). The transformation was 
indeed remarkable. Within a few hours he was 
conscious and drinking water; within twelve 
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hours the blood was found to be sterile. The in- 
fection of the throat, tonsils, glands of the neck, 
and the erysipelas disappeared completely within 
two or three days. The urine, which was infected 
and contained streptococci in large numbers, be- 
came sterile and the patient was discharged well 
in about a week. ' 

In spite of the above-mentioned statements 
Hugh H. Young does not seem to recommend a 
dosage of more than 5 mg./kg. of body weight. 
This may be inferred from the following state- 
ments: “We still believe that a dosage of 5 
milligrams per kilogram is desirable in fulminat- 
ing cases such as septicemia.” And in another 
paper: “In conclusion I wish to say as to the 
dosage we feel that in fulminating cases the large 
dosage of 5 milligrams should be used.” As it 
will be shown in this paper this dosage is low and 
cannot always be relied upon to yield permanent 
results. 

Another author, who does not attribute great 
importance to the dosage, states: “If results are 
forthcoming, they will occur as promptly with 
small doses as with one incompatible with the 
safety of the individual.” This is an uncritical 
conclusion, as my observations will demonstrate. 

I have used mercurochrome intravenously in 
various infections for the last nine years and 
have become more and more convinced about the 
usefulness and lack of toxicity of this drug. The 
number of cases treated now exceeds 400, and the 
results obtained are so gratifying that they should 
encourage others to try this therapy. 

In order to give the reader a vivid picture of 
the reactions set up by mercurochrome—and at 
the same time remove his fears—some cases will 
be described with full details from the moment 
of the injection until the return of the tempera- 
ture to normal. 

Types of infection treated. Puerperal sepsis, 
acute peritonitis, septicemia, pelvic inflamma- 
tions, gonorrheal salpingitis, posterior gonorrheal 
urethritis with prostatic involvement, gonorrheal 
epididymitis, prostatic abscess, gonorrheal arth- 
ritis, bubo, osteomyelitis, and pyemia, 

Dosage used. A dosage of from 5 to 7 mg./kg. 
of body weight of mercurochrome was used. The 
results obtained indicate that success depends on 
the dosage. A dosage of less than 5 mg./kg. of 
body weight usually gives a temporary improve- 
ment, or fails utterly; a dosage of 5.5 mg./kg. 
yields satisfactory results in a large percentage of 
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cases; a dosage of 6 mg./kg. gives a high per- 
centage of cures; a dosage of 6.3 to 6.5 mg./kg. 
may be relied upon to bring about a permanent 
cure in practically all cases. Rapidly fatal infec- 
tions, such as streptococcic septicemia, acute per- 
itonitis, etc., yield most readily and do not require 
a dosage of more than 5.5 mg./kg. of body weight, 
at least in most cases. 

The dosage is not based on the absolute weight 
of the patient; his degree of adiposity must be 
taken into consideration. According to the 
amount of fat, 1/10 to 1/5 of the weight should 
be deducted. Thin persons should receive the full 
dosage corresponding to their weight. 

Fluids should be restricted for six hours before 
the injection in order to prevent too great dilu- 
tion of the mercurochrome in the tissues. No 
food should be taken for at least four hours be- 
fore the injection. 

Technic. Mercurochrome’ in scales was used. 
It was dissolved in double-distilled water imme- 
diately before the injection. A concentration of 
1% was used in most cases, but a concentration 
of 1:80 was used sometimes without any appar- 
ent difference as to the effects. The injection 


was given slowly in a vein of the arm, the patient 


lying down. Four to five minutes were usually 
required for the injection. 

The reaction begins within 45 
It con- 


Reaction. 
minutes to one hour after the injection. 
sists in the following manifestations : 

Nausea and vomiting. Most patients vomit 
four to six times during the first hours. Some 
patients, even with a high dosage, vomited only 
once, or not at all, while others found vomiting 
one of the most unpleasant effects of the injec- 
tion. 

Diarrhea. Most patients had five or six bowel 
movements during the first six hours. In several 
instances persistent diarrhea with mucosangui- 
neous discharge and tenesmus developed on the 
second day. This condition lasted 24 to 48 hours. 

Chills. They usually usher in the reaction, 
and in most cases are very severe. They seldom 
last more than 15 to 20 minutes. 

Fever. The temperature usually rises rapidly 
as soon as the chills are over. It reaches its peak 
within one hour and thirty minutes after the in- 
jection. It seldom exceeds 105 to 107 F. per 

1. Considering a possible difference in the strength of the 
various brands of mercurochrome, the writer wishes to state 


that in all his cases he used the scales put up in sealed tubes 
by Hynson, Westcott & Dunning. 
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rectum. In one case is rose to 108.1 F. rectally. 
As soon as the peak is reached, the temperature 
drops rapidly, a drop of 3 degrees having often 
been noted in one hour. It returns to normal 
within 15 to 24 hours, according to the condition 
which has necessitated the injection. 

Depression. Most patients experience a feel- 
ing of extreme depression. 

Intestinal cramps. They are not constant. 
They usually appear twelve hours after the injec- 
tion and may be relieved with one or two doses of 
15 drops of laudanum. 

Gastric intolerance. It begins about 10 to 15 
hours after the injection and may last for 36 
hours. Some patients cannot retain even fluids. 
However, the recovery from gastric irritation is 
complete. An injection was given to a patient 
suffering from duodenal ulcer in the dormant 
stage, and no relapse occurred. 

Stomatitis and tonsillitis. Patients with bad 
teeth usually present a severe inflammation and 
softening of the gums. This condition may last 
over a week. Two patients developed acute ton- 
sillitis on the third day. 

The patients are instructed to clean their teeth 
and tongue and to gargle with a saturated solu- 
tion of potassium chlorate for a few days. 

Less common disturbances. Several patients 
presented patches of urticaria on the face imme- 
diately after the injection. A few patients had a 
slight tickling in the throat and coughed for 
about ten minutes after the injection. One 
patient who had a slight bronchitis at the time 
of the injection, complained of oppression behind 
the sternum and expectorated rose-tinted sputum 
for twenty minutes after the injection. One 
patient developed appendicitis 24 hours after the 
injection and was operated on; he had had pre- 
vious attacks. Two patients developed a pustular 
eruption about the mouth. 

A certain number of patients resumed their 
work on the next day, whereas others had to wait 
until the third or even the fourth day. One 
patient, in spite of a high dosage, worked as a 
waiter for five hours following the injection, but 
finally had to go home. 

A large number of patients received the injec- 
tion twice, and a few were given three injections 
at various intervals. The second or third injec- 
tion, although of a higher dosage, did not always 
set up a more severe reaction than the previous 
one. 
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Effect on the infection. Some infections are 
more resistant than others and require a higher 
dosage. Even 6.5 mg./kg. of body weight may 
not be sufficient in some cases. A slightly higher 
dosage may be tried in these exceptional cases. 
All the above-mentioned types of infection finally 
yielded to an appropriate dosage. 

The location of the infection has more import- 
ance than its virulence in regard to the action of 
the intravenous injection of mercurochrome ; the 
greater the vascularization of the tissues in- 
volved, the better the results. Epididymitis has 
been found the most resistant type of infection ; 
it has required the highest dosages and made it 
often necessary to repeat the injection. Gonor- 
rheal vaginitis is not seriously affected and re- 
quires local treatments. Gonorrheal cervicitis is 
not always cured, and cervical applications with 
neutral acriflavine or iodized phenol (B.P.) must 
be used. Anterior gonorrheal urethritis in the 
male is only slightly affected. On the contrary, 
pelvic, peritoneal, and blood-stream infections 
seem to respond readily. 

The pain subsides markedly within two to 
three hours and gradually disappears. It disap- 


pears less rapidly in epididymitis, even in cases 


of success. The swelling also subsides and dis- 
appears rapidly. Pelvic masses of the size of a 
fist melt away within 2 to 3 weeks. Diffuse infil- 
trations, as in parametritis, vanish rapidly. 
Gonorrheal salpingeal masses undergo a much 
slower resolution. 

Effect on the organism. Mercurochrome 
seems to be remarkably free from toxicity and is 
rapidly eliminated. Urine voided about half an 
hour after the injection presented a faint tint of 
mercurochrome ; the darkest specimen was voided 
within the first four hours. The urine of all 
patients was examined at various intervals after 
the injection, but no albumin was detected. 
Within the range of the above-mentioned doses 
mercurochrome does not seem to cause any injury 
to the kidneys or to any other organ. However, 
it the kidney function is seriously impaired, seri- 
ous accidents might result from a deficient elim- 
ination of the drug. 


CASE REPORTS 

Puerperal sepsis with acute peritonitis following a 
cesarean section. 

Mrs. M. R., primipara, 30 years old, had a low 
cesarean section after 48 hours of active labor, three 
vaginal examinations, and an artificial rupture of the 
membranes 27 hours before the operation. 
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About 30 hours after the section she presented 
typical picture of sepsis with acute peritonitis: The 
abdomen became enormously distended and very pain- 
ful; there was a continuous hiccup and vomiting, ag- 
gravating the abdominal distress; the temperature rose 
slowly but steadily. An enema was given, a rectal 
tube was inserted, the stomach was washed out, and 
pituitrin was administered, but to no avail. Within a 
few hours the patient became restless and felt very 
ill; she called for her relatives and the priest, feeling 
that she surely would die. 

The injection of mercurochrome was given 40 hours 
after the operation —5.8 mg./kg. of body weight. At 
that moment the temperature was 103 per mouth and 
the white cell-count showed 29,000 white cells. The 
following is a detailed description of the effects of the 
injection until the patient’s temperature became perma- 
nently normal. 

4:20 P. M. (30 minutes after the injection). The 
patient is still restless and complains of abdominal 
pains; hiccups, nausea, and vomiting continue. 

4:30 P. M. Marked nausea and strenuous effort at 
vomiting. 

4:35 P. M. (45 minutes after the injection). The 
chills begin; the whole body shakes and the teeth 
chatter. The patient is covered with blankets and a 
hot water-bag is placed at her feet. 

4:45 P. M. The chills have reached their acme. 

4:50 P. M. The chills begin to subside. The patient 
does not complain of abdominal pains. The nausea 
and vomiting are subsiding. 

5:00 P. M. (1 hour and 10 minutes after the in- 
jection). The chills have stopped altogether. The pa- 
tient feels warm. The blankets are removed, and an 
ice-cap is placed on the head. Emesis almost stopped. 

5:10 P. M. (1 hour and 20 minutes after the injec- 
tion). Flatus is passed with a strong whistling sound 
through the rectal tube. It is repeated four times, 
every three to four minutes. The distension of the 
abdomen is rapidly decreasing, and the patient experi- 
ences great relief. 

5:20 P. M. Temperature per mouth 104.5 F. The pa- 
tient is warm, but feels much better. She states that 
she does not feel any pains in the abdomen; she can 
fiex her thighs without discomfort. The breathing is 
much easier. 

5:30 P. M. Temperature 105 F. The abdomen is 
soft and only slightly sensitive to pressure. She vom- 
its once more, but without distress. 

5:40 P. M. (1 hour and 50 minutes after the in- 
jection). Temperature per mouth, 106 F. The patient 
is momentarily delirious. She complains of heat. Her 
pulse is 136. The breathing is good. 

6:00 P. M. Temperature 104.5 F. Profuse perspira- 
tion. The patient feels much better; she is overwhelmed 
by her rapid recovery; she cannot believe that her 
abdomen is no longer painful. She hits her epigastrium 
repeatedly with both fists and declares trimuphantly 
that “it does not hurt.” The vomiting and nausea have 
stopped altogether. 

6:20 P. M. Temperature 104 F. The patient feels 
much better. She smiles and remarks that “we cheated 
death.” 
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6:40 P. M. Temperature 103.6 F. The patient uri- 
rates spontaneously for the first time since the opera- 
tion; she voids 200 c.c. of urine presenting a deep 
orange hue. No albumin. 

7:00 P. M. (3 hours and 10 minutes after the in- 
jection). The patient has a bowel movement. 

7:15 P. M. Temperature 103.3 F. 

7:40 P. M. Temperature 103.6 F. Second bowel 
movement. 

8:10 P. M. Temperature 104 F. Third bowel move- 
ment. The evacuations are repeated every half hour 
to one hour, becoming gradually blood-stained. 

1:00 A. M. (9 hours ‘after the injection). Tem- 
perature 103.8 F. The patient is comfortable except for 
the bowel movements. No vomiting. 

4:30 A. M. (12% hours after the injection). Tem- 
perature 101.4 F., pulse 108. 

8:30 A. M. (16% hours after the injection). Tem- 
perature 100.4 F., pulse 110, respiration 26. 

1:00 P. M. (21 hours after the injection). 
perature 100.6 F., pulse 88. 

11:00 P. M. Temperature 101 F. 

4:00 A. M. Temperature 101.2 F., pulse 83. 

12:00 A. M. (44 hours after the injection). Tem- 
perature 99.8 F. 

8:00 P. M. Temperature 101.4 F. pulse 100. 

3.00 A. M. (59 hours after the injection). Tempera- 
ture 98.8 F. The patient made an uneventful recovery 
with an occasional rise of the temperature one or two 
degrees above the normal. She went home 16 days 
after the operation. The involution was rather slow. 


Tem- 


Fluid extract of ergot, 15 minims every four hours, 


was given for 6 days. 

A study of the leukocytic counts made before and 
after the injection is of great interest. 

Just before the injection: 29,000 (lymphocytes 7%, 
polymorphonuclears 88%). 

6 hours after the injection: 23,000 (lymph. 11%, 
polym. 82%). 

20 hours after the injection: 
polym. 84%). 

30 hours after the injection: 
polym. 83%). 

3rd day: 15,000 (lymph. 14%, polym. 

4th day: 13,500 (lymph. 16%, polym. 

6th day: 12,500 (lymph. 20%, polym. 

9th day: 11,500 (lymph. 21%, polym. 72%). 

12th day: 9,500 (lymph. 22%, polym. 71%). 

14th day: 8,500 (lymph. 25%, polym. 69%). 

This case demonstrates to what extent the intraven- 
ous mercurochrome therapy may revolutionize the in- 
dications of cesarean section; if this therapeutic method 
is generally accepted, cesarean sections may be under- 
taken even after a prolonged test of labor, and the 
Porro operation will be rarely performed on a young 
woman, 

A similar case, which was under the care of a col- 
league, was treated by mercurochrome intravenuosly. 
The patient, a primipara, had undergone a low 
cesarean section after 30 hours of active labor with the 
membranes ruptured spontaneously a few hours after 
the onset. She developed septicemia with acute peri- 
tonitis. She was given 5.8 mg./kg. of body weight of 


18,500 (lymph. 9%, 


17,500 (lymph. 13%, 
79%). 
77%). 
74%). 
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mercurochrome. The events that followed are almost 
identical with those related in connection with the 
above-mentioned case. In this case also the abdomen 
collapsed in the most spectacular manner within an 
hour and a half after the injection, and the tempera- 
ture fluctuated around 101 F. for three days before 
returning to normal. 

Septicema following the removal of a double pyosal- 
pynx and an appendectomy. 

Mrs. K. P., 27 years old, was operated on for a 
double pyosalpinx. Both tubes were converted into 
large, sausage-shaped tumors. While they were re- 
moved, a slight puncture occurred in one of the tubal 
sacs. There was very little dissection done. The 
uterus and both ovaries were found normal. A corpus 
luteum was in a state of complete formation on the left 
cvary. The pelvic cavity appeared normal. However, 
the peritoneum covering the sigmoid presented a luster- 
less, somewhat granular aspect. The appendix, although 
not inflamed, was removed. The incision was closed 
without drains. Normal saline was administered by 
hypodermoclysis, 1,000 c.c. immediately after the op- 
eration, and 1,000 c.c. more in the evening. On the 
next day the patient was able to drink water, not be- 
ing nauseated at all. Nevertheless, she appeared toxic 
and complained that she felt ill. The temperature rose 
very slowly, but the pulse became rapid out of propor- 
tion to the rise of temperature. The breathing also ap- 
peared embarrassed. 

About 36 hours after the operation the patient pre- 
sented a typical picture of grave septicemia: She had 
an anxious look with dark circles under the eyes and 
dilated palpebral clefts; her hands were restless; there 
were fibrillar twitchings about the mouth; the tongue 
was dry and the lips parched; the breath had a sweet, 
fruity odor. As to the abdomen, it was only slightly 
distended, but rigid and slightly painful to pressure. 
There was no nausea, nor vomiting. An occasional 
hiccup was observed at rare intervals. The patient 
lapsed gradually into a dazed condition and on most 
occasions did not recognize her husband and sister. 
She answered questions with great effort. The pulse 
reached 130. The breathing was embarrassed, jerky, 
sighing and rapid (36 per minute). 

The injection was given at 2:40 A. M., 41 hours 
after the operation—5.8 mg./kg. of body weight of 
mercurochrome. At that time the temperature was 
102 F. per rectum, the pulse 130, and the breathing 
38. The leukocytic count showed 19,000 white cells. 
The following is a detailed description of the effects 
cf the injection until the temperature became perma- 
nently normal. All temperature readings are per 
rectum, 

3:20 A. M. (40 minutes after the injection). The 
patient voids 150 c.c. of urine presenting a fluorescence 
characteristic of mercurochrome. 

3:25 A. M. Nausea for one minute, but no vomiting. 

3:35 A. M. (55 minutes after the injection). First 
chill of moderate intensity, lasting about one minute. 

3:39 A. M. Second and stronger chill; the whole 
body shakes and the teeth chatter. The patient is cov- 
cred with blankets, and a warm water-bag is placed at 
her feet. The chill lasts over one minute, 
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3:43 A. M. Third, violent chill, lasting for about 
five minutes. 

3:47 A. M. (1 hour and 7 minutes after the injec- 
tion). Flatus and a small amount (one ounce) of 
feces expeiled. 

3:50 A. M. The chills are subsiding. Temperature 
103.4 F., pulse 153, respiration 34. 

3:52 A. M. Another short and mild chill, lasting 
one-half minute. 

4:00 A. M. (1 hour and 20 minutes after the in- 
jection). The chills have stopped altogether. The pa- 
tient feels warm. The blankets are removed, and an 
ice-cap is applied to the head. 

4:10 A. M. Temperature 104.6 F., pulse 147, respira- 
tion 30. The patient is quiet and comfortable; her eyes 
are rapidly losing the anxious expression; the breathing 
is quiet, slower, and almost silent. 

4:15 A. M. Temperature 105 F., pulse 156, respira- 
tion 32. She vomits, for the first time, about 200 c.c. 
of greenish, bile-stained fluid. The abdomen is soft and 
only slightly painful to pressure; the flanks can be 
easily depressed. 

4:28 A. M. Temperature 105.2 F., pulse 168, respira- 
tion 30. 

4:32 A. M. Temperature 105 F., pulse 156, respira: 
tion 30. Slight perspiration is noted at the upper part 
of the chest. Slight nausea, but no vomiting. 

4:40 A. M. (two hours after the injection). Tem: 
perature 104.8 F., pulse 150. The patient takes inter- 
est in things; she asks her husband to sit by the bed. 
The perspiration continues, but is not profuse. 

5:15 A. M. Temperature 104.4 F., pulse 146. 

5:45 A. M. (three hours after the injection). Tem- 
perature 104.4 F., pulse 146. A white cell-count made 
at this moment showed 15,400 white cells, a drop of 
2,600. 

5:55 A. M. The patient voids 50 c.c. of orange- 
tinted urine. She is very comfortable. Temperature 
103.4 F. 

6:15 A. M. (3 hours 35 minutes after the injection). 
First copious bowel movement, consisting of brown- 
ish, liquid feces of a very offensive odor. 

6:35 A. M. Temperature 103.2 F. Second bowel 
movement, also copious and of a very offensive odor. 

7:00 A. M. Temperature 103 F. 

7:50 A. M. Third bowel movement, less copious and 
not so offensive. 

8:10 A. M. (5 hours and 30 minutes after the in- 
jection). Temperature 102 F., pulse 130, respiration 28. 
Fourth bowel movement consisting of 50 c.c. of a 
slimy, mucous fluid. The patient is comfortable and 
dozes off at times. 

9:00 A. M. Temperature 102.4 F. pulse 120, respira- 
tion 28. 

9:50 A. M. The patient voids 75 c.c. of orange- 
tinted urine. No albumin found. 

10:20 A. M. Fifth bowel movement consisting of 
about 100 c.c. of brownish mucous fluid. Temperature 
102.2 F., pulse 120, respiration 22. 

11:15 A. M. The patient voids 600 c.c. of orange- 
colored urine. 

12:00 A. M. Temperature 102 F., Sixth bowel move- 
ment, 
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2:00 P. M. (11 hours after the injection). Tem. 
perature 101 F., pulse 116, respiration 26. 

2:20 P. M. Seventh bowel movement, consisting of 
mucosanguineous fluid. 

3:55 P. M. Temperature 101.6 F., pulse 116, respira- 
tion 24. Eighth bowel movement, consisting of 20 cc, 
of mucosanguineous fluid. 

4:00 P. M. Ninth bowel movement consisting of 25 
c.c. of mucosanguineous discharge. 

8:00 P. M. Temperature 100.4 F., pulse 98, respira- 
tion 26. 

1:00 A. M. (22 hours after the injection). Temper- 
ature 100 F., pulse 94, respiration 24. 

4:15 A. M. (25 hours 35 minutes after the injection), 


Temperature 99.6 F (rectally), pulse 88, respiration’ 


24, 

The temperature remained normal throughout the 
recovery, and the patient was discharged on the 13th 
postoperative day. It must be noted that the tem- 
perature returned to normal within about 24 hours 
after the injection and remained normal, whereas in the 
two cases of cesarean section it fluctuated about 101 
for 48 to 60 hours after the injection before it became 
normal in a more or less permanent manner. It is in- 
disputable that the large, slowly involuting uterus with 
its contents, which could not be entirely sterilized by 
the injection of mercurochrome, maintained the sub- 
febrile temperature. As it was stated above, the bac- 
tericidal solution cannot affect seriously the micro- 
organisms which lie beyond the reach of the blood- 
stream; therefore, it is reasonable to assume that the 
uterine walls were more or less completely sterilized, 
but the infectious products enclosed in the uterine cav- 
ity escaped more or less the action of the drug. How- 
ever, the patients felt well, and the clinical picture was 
that of a mild endometritis for about three days fol- 
lowing the injection. This demonstrates that a Porro 
cesarean section is not absolutely required in infected 
cases, whenever the intravenous mercurochrome ther- 
apy is applicable. 

A study of the leukocytic counts in this case is as 
interesting as in the case of puerperal sepsis. 

Before the operation: 9,150 white cells. 

12 hours before the injection: 18,350. 

Just before the injection (41 hours after the opera- 
tion) : 19,000. 


3 hours after the injection: 15,400. 

12 hours after the injection: 16,500. This increase may 
be explained by the recurrent bowel movements. 

22 hours after the injection: 15,400. 

35 hours after the injection: 13,250. 

41 hours after the injection: 10,900. 

67 hours after the injection: 10,450. 


This case demonstrates to what extent this therapy, 
when accepted and properly applied, may revolutionize 
gynecological surgery; the mortality due te septicemia 
and peritonitis will be reduced to an incredibly low 
level, and the recovery from protracted suppurative 
processes will be amazingly accelerated. 

It must be stated here that, if drains have been 
placed in the abdominal cavity, they must be removed 
just before or immediately after the injection, as they 
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cannot be sterilized by the antiseptic solution and may 
cause a relapse. 

Acute septicemia and peritonitis following the rup- 
ture of @ gangrenous appendix. 

A young man of 23, under the care of a colleague, 
was operated on for ruptured appendix. He rapidly 
developed septicemia with peritonitis. The condition 
appeared hopeless. He received 5.8 mg./kg. of body 
weight of mercurochrome, the drains having first been 
removed. The sequence of events was almost the same 
as in the above-mentioned case. 

Perforation of the uterus during a curettement for in- 
complete abortion at about three months. 

Miss M. S., 30 years old, had a miscarriage at about 
three months; spontaneous, according to her statement. 
About one week later she was curetted by a colleague, 
who ran the curette through the anterior uterine wall 
and brought out a piece of omentum. The curettement 
was stopped immediately. Three hours later, as the 
internal bleeding became alarming, a laparatomy was 
performed. A rent, large enough to permit the intro- 
duction of the index-finger, was found just above the 
vesicouterine reflection of the peritoneum. It was en- 
larged with scissors to a point near the fundus, and 
the uterine cavity was entirely emptied of placental 
fragments. The rent and its extension were sutured 
and the abdomen closed after scooping out most of the 
blood clots. Two large cigaret-drains were left in. 

The temperature rose gradually on the second day 
and about 41 hours after the operation it reached 104.8 
F. rectally after a violent chill. Within 5 hours it 
dropped to 103.2 and stayed at that level. She did not 
appear toxic, and her tongue was moist. The abdo- 
men was slightly distended but not definitely rigid. 
The right lower quadrant was distinctly painful to 
pressure. 

The injection was given at 5:35 P. M., about 52 
hours after the operation. The dosage was 5.4 mg./kg. 
of body weight, taking into consideration the loss of 
blood she had sustained before and during the opera- 
tion. At that time the temperature was 103.8 F. rec- 
tally, the pulse 110, and the respiration 24. This case 
is related in detail in order to illustrate one of the 
most violent reactions that may occasionally be set 
up by mercurochrome. 

All temperature readings are per rectum. 

5:55 P. M. (20 minutes after the injection). The 
chills are beginning. 

6:10 P. M. Temperature 104, pulse 124, respiration 
25. Strong chill; the patient shakes. She complains of 
the pain in the right lower quadrant. 

6:13 P. M. The chill becomes more intense; the 
teeth are chattering. The patient is covered with 
blankets and a warm water-bag is placed at her feet. 

6:17 P.M. Temperature 104.5 F., pulse 185 (taken 
by stethoscope). The patient is excited and appears 
frightened. Respiration 42. 

6:22 P. M. Temperature 105.1 F., pulse 180, respira- 
tion 46. 

6:27 P. M. Temperature 105.7 F., pulse 180, respira- 
tion 46, 

6:35. P. M. (1 hour after the injection). Tempera- 
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ture 106.6 F., pulse 168, respiration 44. The chills 
have stopped. The patient is quiet, but speaks with 
effort and appears tired. 

6:40 P. M. Temperature 107.3 F., pulse 168, respira- 
tion 48. The patient feels warm. The blankets are re- 
moved. 

6:45 P. M. Temperature 107.9 F., pulse 166, respira- 
tion 52. The patient is nauseated, attempts to vomit, 
but does not succeed. 

6:53 P. M. Temperature 106 F., pulse 150, respira- 
tion 46. Profuse perspiration is noted. The patient is 
delirious for a few moments; she makes an attempt 
to get up and calls her mother. 

6:58 P. M. (1 hour and 23 minutes after the in- 
jection). Temperature 108.1 F., pulse 160, respiration 
44, The patient complains of some difficulty in 
breathing. 

7:00 P. M. Fiatus is expelled. 

7:10 P. M. Temperature 107 F., pulse 162, respira- 
tion 42. The patient complains of pounding in the 
heart and appears highly frightened. 

7:15 P. M. Temperature 107.4 F., pulse 158, respira- 
tion 40. 

7:30 P. M. (1 hour and 55 minutes after the injec- 
tion). Temperature 106, pulse 156, respiration 40. The 
patient feels better; she is no longer frightened and 
apologizes for having made “so much fuss.” 

7:50 P. M. Temperature 105.4 F., pulse 144, respira- 
tion 32. 

8:00 P. M. Temperature 105 F., pulse 136, respira- 
tion 28. Drains removed. 

8:10 P. M. (2 hours and 35 minutes after the injec- 
tion). Temperature 104.2 F., pulse 130, respiration 30. 
First bowel movement, consisting of about 300 c.c. of 
offensive liquid feces. 

9:30 P. M. (4 hours after the injection). ‘Tempera- 
ture 103.2 F., pulse 132, respiration 32. The right lower 
quadrant is not very sensitive to pressure. The ab- 
domen is very soft. The patient feels much better. 

10:15 P. M. Temperature 103 F., pulse 132, respira- 
tion 32. The bowel movements have not been accu- 
rately recorded. However, they were very frequent and 
gradually became mucosanguineous. 

1:00 A. M. (7 and % hours after the injection). 
Temperature 100.4 F., pulse 128, respiration 24. 

6:00 A. M. (12 and % hours after the injection). 
Temperature 99.6 F., pulse 90, respiration 22. 

3:00 P. M. (21 and % hours after the injection). 
Temperature 99.2 F. 

The temperature remained normal for 5 days, until 
a stitch abscess developed. The sutures were removed 
and the temperature returned to normal again. 

The reaction was rather spectacular in this case, but 
it terminated happily. It must be noted that in all four 
cases in which the patients were deeply toxic the reac- 
tion was the least unpleasant. 


Gonorrheal salpingitis. All the cases of gon- 
orrheal salpingitis (206) which were treated by 
this method cleared up entirely. However, in 
several instances the injection was repeated, and 
a cure was ultimately secured. 
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It is relatively easy to eradicate a gonococcal 
infection from the vagina and cervix by local ap- 
plications, but all therapeutic efforts may prove 
futile if the infection has already ascended into 
the tubes. Gonorrheal salpingitis is not always 
a self-limited disease; it often has a tendency to 
persist for a long time. Therefore, any attempt 
to sterilize the vagina and cervix is likely to fail 
as long as the tubes remain infected. The in- 
travenous mercurochrome therapy affords a most 
effective means in rapidly exterminating the 
gonococcus from the tubes and endometrium, 
which cannot be reached from below. However, 
it must be borne in mind that the endometrium 
and tubes are readily reinfected from the cervix, 
which is not always sterilized by the intravenous 
injection of mercurochrome. Therefore, an ade- 
quate treatment of the cervix is essential in or- 
der to secure permanent results. 

The method used in these cases consists in in- 
tracervical applications of neutral acriflavine, 3 
to 4 per cent. followed by a packing of the vagina 
with a 2% solution of the same drug. The appli- 
cations are made every other day; in the mean- 
time the patient takes douches at very low pres- 
sure with potassium permanganate, 1: 1,000. 

In most cases an intracervical application was 
made and the vagina was packed, as indicated 
above, just before the injection. The packing 
was removed 4 hours later and the douches 
started as soon as the patient was able to take 
them. The patient should remain in bed for at 
least 4 days and keep her bowels open, so as to 
favor the absorption of the inflammatory 
products. 

In about two hours after the injection the 
pains subside and gradually disappear perma- 
nently, if the proper dosage has been given. The 
patient may retain a slight discomfort due to 
adhesions, but the typical tubal pain of gono- 
coccal infection is never felt again. The profuse 
uterine discharge which is usually seen when the 
gonorrheal infection has spread beyond the in- 
ternal os, decreases markedly, and when the 
patient is re-examined a few days later, a slight 
cervical secretion is found, in which the gonococ- 
cus may be detected in most cases. As to the 
pelvic mass, it shrinks rapidly. It is undesirable 
to make a vaginal examination for at least two to 
three weeks after the injection. 

The intracervical applications and the vaginal 


packings with neutral acriflavine are resumed as 
svon as the patient is able to come to the office. 
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The cervical infection is often stubborn; in one 
case the endocervix was scraped with a male 
urethral curette, after which iodized phenol 
(B.P.) was applied. On the other hand, some 
cases cleared up by means of vaginal douches 
with potassium permanganate only. 

The following cases are selected as illustra- 
tions: 


Miss D. L., 27 years old, contracted gonorrhea, which 
she mistook for “whites” and left untreated. Having 
missed two periods, she went to an abortionist and had 
her uterus emptied by curettement. This discharge be- 
came more profuse following the abortion, and a few 
days later she felt severe, colicky pains in the left lower 
quadrant. She also felt feverish and remained in bed 
for 4 days. As soon as she was able to go out, she 
consulted a physician and received treatments for 4 
months. The discharge persisted the same, and the 
pains remained in the same location with periods of 
acute exacerbation. Finally the physician told her that 
the tube had to be removed, as she did not respond to 
the treatments. She did not relish the idea of an op- 
eration and decided to wait. I saw her one month 
later. 

There was a profuse gonococcus-laden discharge from 
the uterine cavity; the urethra, apparently not inflamed, 
yielded on pressure a small amount of pus in which 
gonoccocci were detected. There was some tenderness 
in the left lower quadrant, and a sensitive mass could 
be felt in the left pelvic region. She received 6 mg./kg. 
of body weight of mercurochrome and went home. Four 
days later she returned to the office; there was a small 
amount of cervical discharge, in which gonococci were 
found. The tubal pain had disappeared. After a few 
treatments, as indicated above, the patient was dis- 
charged. She was seen at intervals for 3 years. There 
was no relapse. 

Mrs. C. P., 25 years old, married one month, was 
seized with severe pains in the lower abdomen, especi- 
ally in the tuboovarian regions, and her temperature 
rose to 103 F. She remained in bed and her condition 
improved within a few days. As soon as she resumed 
her usual activities, she had a relapse. When examined 
a few days later the patient presented a typical picture 
of recent gonorrheal infection of the uterus; the cervix 
was hot, swollen, and poured out a thick, tenacious dis- 
charge. Both adnexa were involved. She did not ac- 
cept the injection, being afraid of the reaction. The 
next day she had another relapse and consented to have 
the injection. She was given 6 mg./kg. of body weight 
of mercurochrome and was instructed to take douches 
at low pressure with potassium permanganate as soon 
as possible. The pains subsided rapidly and gradually 
disappeared. After a few local treatments she was dis- 
charged. She never had a relapse and after five years 
of sterility she became pregnant. 

Miss T. N., 22 years old, contracted gonorrhea, which 
she left untreated, not realizing that she was infected. 
She developed salpingitis on the left side. She had 
three severe attacks with colicky pains in the left lower 
quadrant. A bimanual examination revealed an orange- 
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sized mass in the left pelvic region. The right pelvic 
region was also tender, but no definite mass could be 
detected. The uterine discharge was profuse and con- 
tained gonococci. She received 5.7 mg./kg. of body 
weight of mercurochrome intravenously. The pains 
subsided within about 5 hours and gradually disap- 
peared. Three weeks later the mass had almost com- 
pletely vanished. 

Mrs. R. W., 19 years old, contracted gonorrhea and 
rapidly developed bilateral salpingitis. She had severe 
pains and could not sleep without sedatives. The cul- 
de-sac was doughy and painful to pressure. The smears 
from the cervix and urethra were positive for gonococ- 
cus. She received 5.8 mg./kg. of body weight of mer- 
curochrome. The reaction will be described in detail 
on account of a few interesting particulars. 

The injection was given at 10:25 P. M. Temperature 
98.6. Pulse 104. 

10:40 P. M. Irritation in the throat and dry cough. 

10:50 P. M. Slight oppression and difficulty in breath- 
ing. The cough is persistent and aggravates the ab- 
dominal pain. The patient is moaning. 

10:55 P. M. The patient complains of prickling sensa- 
tions all over the body, especially in the hands. Tem- 
perature 98.6. Pulse 104. 

11:10 P. M. Chills of moderate intensity. Vomiting 
of greenish fluid. 

11:15 P. M. The chills are stronger, but not very 
severe, 

11:20 P. M. The chills are subsiding. Bowel move- 
ment. 

11:30 P. M. The chills have stopped. The outa 
vomits again. 

11:40 P. M. Temperature 102.2 F. Pulse 114. The 
patient vomits again. 

12:00 P. M. Temperature, 101 F. The patient vomits 
again. 

12:25 A. M. Bowel movement. Temperature 100 F. 
The abdominal pains are still severe. 

2:15 A. M. Vomiting and bowel movement. The pains 
are still severe. 

3:00 A. M. The patient falls asleep. 

5:00 A. M. The patient awakes. She states that her 
pains have distinctly subsided. 

7:00 A. M. Temperature 99 F. The abdominal pains 
bad disappeared entirely. Bowel movement. 

12:00 A. M. Temperature, 101 F. 

6:00 P. M. (about 20 hours after the injection). 
Temperature, 98. 

This patient presented a very mild initial reaction but 
was troubled with gastric intolerance and stomatitis for 
about four days. The diarrhea stopped within 24 hours 
after the injection. The abdominal pains never re- 
curred. A few days later the cervical discharge was 
found negative, but the urethral discharge was still pro- 
fuse and contained numerous gonococci. 

Pelvic inflammations of non-gonorrheal origin. Three 
cases were treated successfully by this therapy. The 
following case is a good illustration. 

Miss J. R., 26 years old, sought advice for a severe 
pain in the right lower quadrant. A painful mass was 
easily detected in the right pelvic region. The tempera- 
ture was 102 F. per mouth and the white cell count 


ARTHUR P. MARTIN 547 


showed 14,000 leukocytes. After a few days in bed 
with cold applications over the affected area the pains 
subsided, and the patient resumed her work as a wait- 
ress. A week later she had a relapse and resorted to 
a consultation in a university clinic. There she was 
told that she had a pus-tube and needed an operation. 
On the following day she returned to the office. The 
same tender mass was found in the right pelvic region 
and her temperature was 101 F. There was a cervical 
discharge of moderate amount, in which no gonococci 
were found. She was given 5.8 mg./kg., of body weight 
of mercurochrome. The results were extremely gratify- 
ing; the pains subsided rapidly, and finally disappeared. 
Three weeks later, the pelvic mass had almost entirely 
disappeared. After a few local treatments she was dis- 
charged. She was followed for one year. There was 
no relapse. 

Posterior gonorrheal urethritis with prostatic 
involvement. 

This therapy was successfully applied to 125 
cases of severe posterior gonorrheal urethritis, 
with prostatic involvement in most cases. The 
greatest number of these patients had frequent, 
painful, and often difficult urination, tenesmus 
and bleeding after micturition, chills and fever. 
The dosage given varied from 5.6 to 6.2 mg./kg. 
of body weight. Rapidly after the injection the 
dysuria, the pains, the bleeding, and the constitu- 
tional symptoms disappeared, or subsided 
markedly. The urine in the second glass became 
clear spontaneously within a few days. In a few 
instances it remained cloudy for more than a 
week. A few prostatic massages rendered it clear. 
No antiseptic irrigations of the posterior urethra 
and bladder were used in any case. 

It must be stated here that if this medication 
is highly effective in posterior urethritis, it has 
little effect on anterior urethritis. Of course, the 
discharge is lessened in all cases following the 
injection, partly through suppression of the in- 
flammation in the posterior urethra and partly 
through the destruction of the gonococcus in the 
submucosa of the anterior urethra. The epithe- 
lium of the anterior urethra is beyond the reach 
of the biood-stream and is not seriously affected 
by the drug. Therefore, the action of the intra- 
venous injection of mercurochrome should be 


regarded as ending at the region of the com- 
pressor urethrae muscle, which is logically ex- 


plained by the difference in the circulatory con- 
ditions prevailing in these two portions of the 
urethra. 

Gonorrheal emdidymitis, This method proved 
consistently successful in 60 cases of gonorrheal 
epididymitis, to which it was applied. In several 
instances the injection was repeated once or twice, 
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using a higher dosage each time, until a cure was 
ultimately obtained. The pain subsided rapidly 


but disappeared very slowly; the swelling also 
underwent a very slow resolution. In two cases 
the swelling, which had existed for over 2 weeks 
prior to the injection, formed an abscess about 
two weeks after the injection and opened spon- 
taneously through the skin. The healing was 
extremely slow. 

As it was stated above, gonorrheal epididymitis 
has required the highest dosage; 6.5 mg./kg. of 
body weight may not be sufficient in some excep- 
tional cases. 

Gonorrheal arthritis. In 5 cases of gonorrheal 
arthritis in which this therapy was employed a 
permanent cure was secured. However, it must 
be noted that this condition, relatively easy to 
overcome before the formation of extensive exud- 
ates in the articular and periarticular tissues, be- 
comes very stubborn in advanced cases; the reso- 
lution of the inflammatory products, even after 
the death of the gonococcus, is discouragingly 
slow. The following three cases afford an excel- 
lent illustration : 


C. L., a man, aged 24, contracted gonorrhea twice, 
and on both occasions developed a severe arthritis in 
the right knee. He received the injection (6 mg./kg.) 
within three days after the appearance of the pains, and 
the inflammation disappeared rapidly both times. 

Mr. G. K., 38 years old, contracted gonorrhea and 
developed arthritis in the right foot, which became very 
swollen, heavy, cyanotic, and extremely painful. He 
received the injection —5.8 mg./kg. of body weight—27 
days after the onset of the arthritis. There was con- 
siderable improvement, but two weeks later the pains 
became very severe again. After the lapse of two weeks 
a severe pain appeared in the left hip-joint. The injec- 
tion was repeated with a dosage of 6.4 mg./kg. of body 
weight, three days after the onset of this new com- 
plication. The pain in the left hip joint subsided rapidly 
and gradually disappeared. As to the condition of the 
right foot, it showed much greater improvement than 
after the first injection; the swelling decreased rapidly, 
the pain subsided considerably, and the recovery pro- 
gressed steadily. Two months later the patient was 
able to go out with the help of crutches. Within one 
year his foot became normal. 

This case demonstrates beyond a doubt the value of 
high dosage. 

Mr. J. F. 32 years old, contracted gonorrhea which 
gave rise to severe inflammation and swelling of the 
right wrist and hand. Within two days the patient 
was unable to flex his fingers. The temperature reached 
101.8. He received 5.7 mg./kg. of body weight of mer- 
curochrome. The reaction is’ here described in detail. 
All temperature readings are per rectum. 

Injection given at 8:15 P. M. Temperature 101.8 F. 
Pulse 78. 
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8:45 P. M. Chills. 

8:50 P. M. Chills increasing in intensity. Tempera- 
ture 102.2. Pulse 120. 

8:55 P. M. Chills subsiding. The patient complains 
of pains in the lumbar region. 

9:00 P. M. Chills almost stopped. 
102.9. Pulse 118. 

9:10 P. M. Slight chills recurring. 
104.4. Pulse 110. 

9:15 P. M. Chills entirely stopped. 
105.7. Pulse 114. 

9:20 P. M. Temperature 106.6. 
tion 26. 

9:30 P. M. Temperature 107.1. Pulse 126. Nausea, 
The patient rises to go to the bathroom. He passes 
orange-stained urine. 

9:40 P. M. Temperature 107.6. 
begins to perspire. 

9:48 P. M. Temperature 107.2. Pulse 120. The pa- 
tient feels depressed and thirsty. He drinks two ounces 
of water. 

9:55 P. M. Temperature 106.8. Pulse 114. 

10:00 P. M. Temperature 105.9. Pulse 114. 

10:15 P. M. Temperature 105.2 Pulse 108. 

10:30 P. M. Temperature 104.4. Pulse 102. The 
patient feels comfortable. 

10:45 P. M. Temperature 104.2. Pulse 102. 

i2:00 P. M. Temperature 104. 

6:00 A. M. Temperature 100.8. 

10:30 A. M. (about 14 hours after the injection). 
Temperature normal. 

The pains in the wrist and hand subsided consider- 

ably within two hours after the injection. They in- 
creased slightly in intensity the next day. A heat lamp 
was used and the pains subsided again and gradually 
Gisappeared. The swelling disappeared within 10 days, 
and three weeks after the injection the patient was able 
to close his hand normally. There was no relapse. 
_ It must be noted that this patient, in spite of the high 
fever he developed, felt relatively well throughout the 
reaction. He was not troubled with gastric intolerance 
or diarrhea, but suffered from inflammation of the gums 
for about 10 days. 

Non-gonorrheal prostatic abscess. The following case 
was treated successfully : 

Mr. A. K., 40 years old, sought advice for a severe 
lancinating pain in the prostatic region. He had also 
marked dysuria. The prostate was found swollen and 
tender. There was no urethral discharge. Opium- 
belladonna suppositories were ordered, and the patient 
was instructed to take hot sitz-baths. As the condition 
became worse, the patient received 5.8 mg./kg. of body 
weight of mercurochrome. The pain subsided rapidly 
and gradually disappeared. A few days later the pros- 
tate was found markedly reduced in size and very 
slightly sensitive to pressure. After a few prostatic 
massages the patient was discharged as cured. 

Bubo. The following case was treated by this therapy 
with excellent results: 


Temperature, 
Temperature 
Temperature 


Pulse 120. Respira- 


Pulse 126. He 


Mr. H. N., 36 years old, contracted chancroids and 


developed a bubo in the left inguinal region. He re- 
ceived treatments for six months from a urologist, but 
the infection kept spreading to other glands. The pa- 
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tient became discouraged and discontinued treatments. 
Two months later he consulted another physician, who 
treated him for six more months with light therapy 
and local applications, with utter failure. I saw him 
13 months after the onset of the disease. The left in- 
guinal region presented scars from previously incised 
glands, and deep, heavily suppurating ulcers. Two 
glands were swollen and tender. There were no chan- 
croids. The patient received 5.8 mg./kg. and was in- 
structed to apply a 4% solution of mercurochrome to 
the ulcers. Within a few days the suppuration ceased, 
the swellings subsided rapidly, and the healing pro- 
gressed uneventfully. 
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The temperature curve of this patient following the 
injectién of mercurochrome is most unusual. After a 
transient reactional rise, which is not marked on the 
chart, the temperature returned rapidly to 101 F. but 
rose suddenly 16 hours later to 104.2 F. It dropped 
again gradually to 100 on the third day. It rose again 
to the neighborhood of 103 on the third, fifth, and sixth 
days, after which it fluctuated around 100 F. It be- 
came definitely normal, or almost, on the eleventh day, 
and the recovery from that moment on was steady and 
uneventful. 

The particularity of this curve may be explained as 
follows: The pelvic veins were filled with infected 
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Chart 1. Mrs. H. B. Pyemia following a cesarean section. 


Pyemia. A case of pyemia, under the care of a col- 
league, was treated with excellent results. It developed 
as a result of a cesarean section performed for central 
placenta praevia. The temperature chart, which is re- 
produced here, clearly indicates the time of development 
of pyemia following the section and the effect of mer- 
curochrome on the course of the disease. 

This patient received 5.2 mg./kg. of body weight of 
mercurochrome. The initial reaction was mild, and the 
temperature did not rise above 102 F. The chills pre- 
sented a very moderate intensity. However, she was 
troubled with diarrhea for three days. 


thrombotic material, which the mercurochrome could 
not penetrate and sterilize. Therefore, particles con- 
tinued to be detached on the days following the injec- 
tion, giving rise to daily elevation of temperature. How- 
ever, the venous walls were sterilized by the drug, and, 
consequently, the main source of infection was elimi- 
nated. As soon as the thrombus became organized and 
the remaining bacteria destroyed by the bodily defenses 
the temperature returned permanently to normal. 

The striking change in the course of the temperature 
after the injection of mercurochrome coincided with a 
remarkable change in the patient’s condition. As soon 
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as the reactional disturbances were over, she began to 
feel decidedly better, in spite of the daily rise of tem- 
perature, and ate better, whereas before the injection 
was given she was rapidly losing ground every day. 

It would not be amiss here, at least in order to 
demonstrate the fear that most physicians entertain 
concerning the use of mercurochrome, to mention that 
my colleague in charge of the case hesitated for 19 days 
before resorting to this medication in spite of my daily 
exhortations to do so. 
chance” after all hopes of recovery had vanished. 

Osteomyelitis. Only one case was treated by this 
method. The results were very gratifying. 

Miss H. P., 16 years old, had two operations for 
osteomyelitis in the past four years, one on the sternum 
and the other on the left tibia. Subsequently she de- 
veloped a pain of varying intensity in the upper part of 
the right arm. Finally, the pains became very severe 





| 
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Fig. 1. Miss H. P. Osteomyelitis. X-ray picture 
taken before the injection of mercurochrome. 
Oblong cavity in head of right humerus. 


and the patient could not lift her right arm. She was 
taken to the surgeon who had performed the two pre- 
vious operations. She was advised to keep the arm 
in a sling. As the pains became gradually more severe 
the girl was taken to another physician who ordered 
2n x-ray examination. A cavity was found in the upper 
part of the right humerus. Rest and light therapy were 
recommended. The condition remained stationary ‘vith 
acute exacerbations of the pains from time to time. 
On August 20, 1933, the patient received 6 mg./kg. of 
body weight of mercurochrome. The change was im- 
mediate; within a few hours the pains. subsided mark- 
edly, and on the very next morning the patient was 
able to raise her arm, She kept wearing the sling for 
about a month and at the opening of the school season 
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He finally resolved to “take a 
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she was able to attend her classes. Two x-ray pictures 
were taken following the injection, one on October 9, 
1933, and the other on January 5, 1934. They revealed 
a progressive healing of the necrotic area. Here are 
the Roentgenologist’s reports : 

Oct. 9, 1933. “Stereofilms of the right shoulder re- 
veal a small circumscribed area of bone necrosis in the 
head of the humerus. A comparison of these films 











Fig. 2. Miss H. P. Osteomyelitis. X-ray picture 
taken 4/2 months after the injection of mercurochrome. 
Cavity almost obliterated. 


with the examination made July 19, 1933, reveals the 
necrotic area to be much smaller in diameter, apparently 
having been filled in by new bone. Other features are 
similar to those reported on the last examination.” 
Jan. 5, 1934. “There is still evidence of a decrease 
in the size of the area of bone destruction, and ap- 
parently the healing process is continuing, but rather 
The shadows suggest that the new bone forma- 
There is no evidence of a 


slowly. 
tion is almost complete. 
sequestrum.” 
Conclusions. Mercurochrome was used in over 
400 cases with remarkable results. A dosage of 
5 to 7 mg./kg. of body weight was used. Some 
infections were found more resistant than others 
and required a higher dosage: A rich blood sup- 
ply of the region involved favors the action of this 
bactericidal agent. Blood-stream infections yield 
most readily. Virulent and rapidly fatal infec- 
tions are most amenable to this type of treat- 
ment. | 
None of the patients suffered eny injury. The 
reaction set up by the drug was extremely severe 
in some cases and very mild in others. The tem- 
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perature reached 108 rectally in some cases but it 
dropped rapidly, and, except for a transient de- 
lirium, the patients were none the worse for it. 
In many cases the temperature did not rise above 
103 per mouth, but the results were not less sat- 
isfactory than in those that developed high fever. 
It is questionable whether a high rise in temper- 
ature plays any part in the elimination of the 
infection. 

The leukocytic count fell rapidly following the 
injection of mercurochrome—at the rate of 1,000 
per hour during the first hours. This contra- 
diets the view according to which mercurochrome 
acts by stimulating the bodily defenses and in- 
creasing leukocytosis. 

The present attitude of the medical world to- 
ward this invaluable therapy is unfair. It is to 
be hoped that these observations will encourage 
others to try it. Thousands of women die an- 
nually from puerperal sepsis, and the mortality 
in surgical services from ruptured appendices, 
acute septic peritonitis, and various septicemias 
is frightfully high. There is no doubt in my 
mind that the adoption of this therapeutic pro- 
cedure will save numberless lives yearly. 

55 East Washington St. 
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BLASTOMYCOSIS WITH 
RECOVERY 


HERBERT J. WING, M. D. 
MAYWOOD, ILL. 


Blastomycosis, although not a rare disease, is 
sufficiently uncommon to arouse the interest of 
any practitioner upon identifying the double 
walled cells in a sodium hydroxide smear. The 
abundant literature concerning yeast-like fungi 
is as confusing in classification as it is in therapy, 
so the following case is cited only as a report. 

Case Report: A male patient, aged 39 years, com- 
plained of difficult urination, first noticed on Feb. 22, 
1932, and becoming worse daily. There was bladder 
tenesmus and a thick creamy urethral discharge, which 
after further examination and questioning of the patient, 
was viewed microscopically in 10 per cent. sodium 
hydroxide. Large numbers of Blastomyces were found 
present in the urethral flow. 

The past history brought forward a large variety 
of pertinent facts, the most significant of which are 
as follows: During the war, the patient was struck 
in the legs with fragments of shrapnel, and subsequent 
gangrene necessitated the removal of one leg about 
four inches below the knee. During the trip back to the 
United States, he noticed on the medial surface of his 
remaining leg, a flat, red swelling with a raised border 
and covering an area as large as a quarter. This lesion 
caused no discomfort, and after several months, slowly 
disappeared, leaving a very thin, deep purple scar. In 
the time intervening between his homecoming and 
March, 1931, there were no unusual signs or symptoms 
present. Early in March, 1931, he developed what he 
considered to be a mild bronchitis, but after a few days 
the cough became more severe and productive. There 
were night sweats, and rapid loss of weight of over 
twenty pounds. He entered a hospital where the x-ray 
revealed, he says, an involved area in the left lung 
about the diameter of a large orange and with a fairly 
regular border. The first diagnosis, according to the 
anamnesis, was tuberculosis. Unresolved pneumonia 
was also mentioned, and later in the period, carcinoma 
of the lung was considered. 

About four and one-half months were spent in the 
hospital, during which time the “spot” in the lung be- 
came smaller and finally insignificant. . Also during the 
hospital confinement, skin lesions of about the same 
description as the one formerly on the leg, appeared on 
the right gluteal region and right pre-auricular region. 
The facial lesion was excised during a visit subsequent 
to his discharge from the hospital, but he was not in- 
formed as to the precise nature -of the infection and 
apparently no plan of treatment was advised. 

No untoward symptoms were. noted;,until the -onset 
of the bladder involvement and urethritis in February, 
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1932, when the weight was noted at 131 pounds. Sodium 
iodide was given intravenously every other day, and a 
urinary dye was taken by mouth three times daily. The 
acute symptoms abated but did not disappear. The 
prostate became enlarged and the seminal vasicles 
greatly distended. Diathermy, using a prostatic elec- 
trode, increased the urethral discharge, and the prostate 
became smaller and softer. 

During the middle of April, 1932, the left testicle 
became enlarged and indurated. The swelling increased 
and after a week had a mushy consistency. At this 
time, a mixture suggested by Castellani in one- of his 
papers was prescribed. This consisted of one-half ounce 
of potassium iodide, and the same amount each of 
sodium bicarbonate, simple syrup and glycerine, the 
whole being diluted with distilled water to eight ounces. 
One ounce doses of this mixture were given three times 
daily, well diluted with water. 

A left orchidectomy was done on May 3, 1932, leay- 
ing the proximal stump of the vas deferens free from 
ligature to promote drainage from above. Drainage 
from the wound continued for nearly three weeks when 
it rapidly subsided and the incision closed completely. 
General improvement was noted from that time on, the 
patient gaining weight and strength on resumption of 
employment. The potassium iodide mixture was con- 
tinued with fortnightly rests of two days which proved 
sufficient to prevent recurrence of an iodide rash which 
appeared early in the course of the treatment. 

A small facial lesion was removed from the left pre- 
auricular region, on June 30, 1932, and the gluteal area 
involved was excised on February 3, 1933, after several 
attempts at eradication by freezing, cautery, intense 
ultra-violet ray therapy and dyes. These wounds healed 
rapidly and cleanly. A gain of weight of twenty pounds 
occurred in one year following the onset of treatment. 


Since recovery there have been no further 
signs of blastomycosis on the skin or in the urine, 
feces, or sputum. It might be added that the 
blastomyces were identified in microscopic sec- 
tions of both skin lesions and testicle. 

503 Main Street. . 





PRIMARY BRONCHOGENIC CARCINOMA 
WITH METASTASES: 
Report of a Case 


D. J. Louis,-M. D. 
CHICAGO 


Mr. O. M., a German, fifty-eight years of age, 
was admitted to the Illinois Central Hospital on 


June 11, 1934. He weighed 250 pounds. He 
stated that he had been in perfect health until 
the death of his wife in 1932, since when he had 
not felt right. He began to have mild attacks 
of overpowering sleep, coming on occasionally 
at first, but becoming more frequent as time 
went on, and in the past month increased in 
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severity. During these attacks the patient has 
never fallen; he knows when they are coming on 
and seeks some place to sit or lie down. He can 
always be aroused. He has a tendency to go 
tv sleep during excitement, such as when play- 
ing cards with friends, while talking to some- 
one or at his work. During the attacks which 
last only a few minutes, he has no visual dis- 
turbances or convulsions. He states that if he 
could get relief from these sleepy attacks he 
would feel perfectly well because nothing else 
bothers him. He has had no cough, dyspnea, 
cyanosis, edema, palpitation, headache, vertigo, 
nocturia, abdominal distress, nor pain anywhere 
in the body. In other words, he has no com- 
plaint except this sleepy feeling. He has had 
no serious illnesses, injuries, accidents or opera- 
tions. He denies veneral infection. 


Physical examination revealed a semistuporous man, 
not acutely ill, who answered questions intelligently 
but slowly. Head, face, ears, nose and neck were en- 
tirely negative. Eyes showed slight exophthalmus. In 
the right upper lung there was bronchial breathing. 
No rales could be heard but breathing was harsh 
throughout the lung. There was no enlargement of 
the heart, no murmur, no arrhythmia. The abdomen 
was slightly tympanitic but no palpable mass was pres- 
ent. Blood pressure was 140/70 in the right arm, and 
120/60, in the left. 

Neurological examination revealed the following find- 
ings: Pupils were unequal but reacted to light and in 
accommodation. There was increased retinal pigmen- 
tation, slight pallor in the temporal portion of the left 
retina, sclerosis of all the retinal arteries but no chok- 
ing of the discs. There were present a right facial 
paresis and some apraxia. Biceps reflexes were dis- 
tinctly reduced on both right and left sides; abdominal 
cremasteric reflexes were negative. Romberg sign was 
negative, and there were no Hoffmann, Babinski, Op- 
penheim or Gordon signs. 

Spinal fluid examination showed clear fluid, three 
cells per cubic millimeter, and negative Wassermann. 
Bagal metabolic rate was 3+. Blood examination 
showed 4,800,000 erythrocytes, 7,500 leukocytes, and 95 
per cent. hemoglobin, with a differential count of small 
lymphocytes 20 per cent., large lymphocytes 2 per cent., 
transitionals 4 per cent., neutrophils 63 per cent. and 
eosinophils 11 per cent. Urine was straw color, neutral 
in reaction, with a specific gravity of 1009, and con- 
tained no sugar or albumin. 

Ten days after admission to the hospital the patient 
developed cough with bloody expectoration. Examina- 
tion of the sputum showed many erythrocytes and 
leukocytes, few epithelial cells, but no tubercle bacilli 
or pneumococci. 

He was treated with ephedrine, protonulcein, pitui- 
trin and amytal, with no improvement. Sixteen days 
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after admission to the hospital the patient became sud- 
denly unconscious and died the following day. 

Autopsy was performed. The essential findings were 
as follows: 

The right pleural cavity in the upper portion was 
completely obliterated by dense fibrous adhesions. The 
left pleural cavity was practically normal. The medi- 
astinal lymph nodes were enlarged. The pericardium 
presented small, raised, gray-white areas. The peri- 
toneal cavity was dry. The viscera were adherent to 
the parietal peritoneum in a few places by fibrous 
bands. The heart weighed 400 grams; there were no 
changes in the valves; the foramen ovale was closed; 
the descending aorta had several hard, calcified, yel- 
lowish plaques. 

The right lung weighed 1150 grams, the left 700 
grams. The right lung was adherent to the wall of 
the chest cavity and presented several raised, hemor- 
thagically discolored and grayish rounded areas about 
the size of a pinhead. The lung was firm and non- 
crepitant. The upper lobe contained many cavities, 
from which a hemorrhagically discolored mucoid and 
gelatinous material was readily expressed. There were 
no cavities in the middle and lower lobes. The trachea 
in the region of the right lung was held firmly adherent 
to the lung. In this region there were many grayish- 
pink and black lymph nodes. The open trachea and 
large bronchi revealed a massive tumor growth which 
originated at the junction of the trachea with the 
bronchi. This tumor was grayish-pink and granular ; 
particularly in the region of the right bronchus it en- 
croached upon the lumen to such an extent that it was 
almost occluded. On the right pulmonary surface of 
the diaphragm were several nodules resembling the 
tumor described on the trachea. The liver weighed 
1850 grams. On the cut surfaces were small yellowish- 
gray areas surrounded by deep red areas. 

The gallbladder was small and was held firmly ad- 
herent to the omentum by dense fibrous adhesions. The 
opened gallbladder was seen to have a thickened wall 
which was divided into several pockets in which were 
numerous calculi. The kidneys together weighed 500 
grams. On the external surface of the right kidney 
were several grayish-white nodules. The capsule 
stripped away easily, except over these nodules. The 
left kidney resembled the right. The spleen weighed 
200 grams and was firm. The pancreas was firm but 
showed no changes on cut surfaces. On the external 
surface of the esophagus were several grayish-white 
raised pinhead nodules. The remaining gastro-intestinal 
tract showed no change. The spinal cord showed no 
important change. 

Coronal section through the brain revealed an irregu- 
lar, yellowish-brown caseous mass in the tip of the 
left frontal lobe; in the next coronal section this mass 
occupied practically all the white matter of the left 
frontal lobe. The next coronal section showed a large 
oval mass directly connected with the corpus callosum 
and pressing on it so as to obliterate the right lateral 
ventricle. The septum pellucidum and the fornix were 
pushed to the right, The right lateral ventricle was 
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obliterated. The left hemisphere was larger than the 
right. The coronal section at the beginning of the 
pons showed a circular mass about 2 cm. This mass 
was in the parietal lobe and resembled the tumors seen 
in the lungs and kidneys. 

Anatomical Diagnosis: Primary bronchogenic carci- 
noma arising at the bifiurcation of the trachea with 
metastases to (a) the lungs and right pleura; (b) 
diaphragm; (c) tracheo-bronchial lymph nodes; (d) 
right inferior deep cervical lymph nodes; (e) medias- 
tinal lymph nodes; (f) pericardium; (g) esophagus; 
(h) kidneys; (i) brain. 

Caseous tuberculosis of the upper lobe of the right 
lung; caseous tuberculosis of the right tracheobronchial 
lymph nodes; acute tracheobronchitis; fat infiltration 
of the right ventricle of the heart; generalized arteri- 
osclerosis; chronic passive hyperemia of liver, kidneys, 
spleen; hemorrhage in the medulla of the right supra- 
renal gland; chronic cholecystitis and cholelithiasis ; 
old healed peritonitis ; old healed pleuritis ; cloudy swell- 
ing of liver, kidneys, and myocardium; moderate fibro- 
sis of the. myocardium and papillary muscles. 

Comments. In an analysis of most of the 
series of cases of primary carcinoma of the-lung 
reported in the literature, Hill’ found that pul- 
monary carcinoma forms about one per cent. 
of all cases at necropsy, and more than eight per 
cent. of all malignant diseases discovered after 
death. The increase in incidence during recent 
years is probably largely relative. The disease 
occurs most commonly in the fifth and sixth 
decades of life and more frequently in men. The 
etiology is not clear. The distribution of metas- 
tases is characterized by the frequency with 
which the suprarenals (15 per cent.), kidneys 
(14 per cent.), and brain (more than 10 per 
cent.) are affected. In about fifteen per cent. 
of the cases there are no symptoms referable to 
the respiratory system. The average duration of 
life is about six months, though patients have 
been known to live several years. 

Piayd? in a recent article states that the inci- 
dence of primary carcinoma of the lung in the 
Soviet Union has risen in the last two decades 
to as high as 11.8 per cent. of all carcinomas. 
He studied sixty cases confirmed at autopsy, and 
concluded that a definite diagnosis can be made 
by finding the cellular elements of the neoplasm 
in the sputum, in the pleural exudate, in the 
puncture of the neoplasm, or from a biopsy. He 
considers as valuable clinical signs early and re- 
peated blood spitting, signs of compression of 
the neighboring organs, such as dyspnea, hoarse- 
ness, aphonia and dysphagia, and involvement 
of the regional lymph nodes, particularly of the 
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supraclavicular and infraclavicular groups. Per- 
cussion and ausculatory signs are variable de- 
pending on the location, the size and relation 
of the tumor to the large bronchi, as well as on 
the accompanying alterations, such as pneumo- 
nitis, atelectasis and bronchiectasis. He found 
that combination with active tuberculosis was 
extremely rare. Roentgenologic examination is 
of the greatest value and in the series reported 
yas responsible for a high percentage of cor- 
rect diagnoses. 

Hirsch and Elliott*® reported a case in which 
the patient’s chief complaint was intermittent 
sharp pain in the left side of the neck for five 
months, aggravated by rotation of the head, and 
occasionally radiating down into the left side 
of the back. Roentgen examination revealed a 
destructive lesion of the fourth cervical vertebra, 
with later involvement of the fifth and sixth 


cervical. A diagnosis of metastatic carcinoma 


was made, the primary tumor not being found. 
At autopsy the primary tumor was found to be 
a small warty thickening of the lining of a sec- 
ond division of the bronchus. 

Jaffé,* in 1929, called attention to the increas- 
ing frequency of carcinoma of the lung, stating 


that twenty-five years ago it was a rarity, while 
at the time of the report it was being found in 
ten to twelve per cent. of all lungs examined at 
necropsy in the Cook County Hospital. He felt 
that in these cases the carcinoma was not the 
first disease, that there was always something pre- 
ceding it, such as syphilitic changes in the lung, 
pneumonia, bronchitis or abscesses. The greater 
frequency of chronic inflammatory conditions in 
the lung would rather help to explain the in- 
creased frequency of lung carcinoma. 

What about treatment? Young® has reported 
a case of primary carcinoma of the lung treated 
successfully by lobectomy. The patient was well 
two years after operation. 

Rienhoff and Broyles® have been employing 
pneumonectomy, partial or complete, in the treat- 
ment of carcinoma of the lung, and presented a 
preliminary report before the 1934 meeting of 
the American Medical Association. 

The surgical treatment is still in the experi- 
mental stage and should not be attempted by 
anyone except an expert in the field of thoracic 
surgery. More important at present, is to de- 
velop a method of diagnosing lung carcinoma. 
Unfortunately, too often it is the symptoms aris- 
ing from the metastases that bring the patient 
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to the doctor, and the primary tumor is not 
found until necropsy. In the case here presented 
the symptoms and findings were those of a brain 
lesion, and there were no complaints to attract 
attention to the lungs. 

Conclusion. A primary bronchiogenic carci- 
noma revealed at autopsy, with metastases to 
pleura, lymph nodes, pericardium, esophagus, 
kidneys and brain. 

Discussion of the literature on the subject. 

9300% Cottage Grove Avenue. 
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HOW TO FACILITATE LABOR 


S. D. Sorer, M. D. 
CHICAGO 


Labor, among promitive people still natural 
in their habits and living under conditions 
which favor the healthy development of their 
body, is short and easy, accompanied by few ac- 
cidents and is followed by little morbidity. 

The squaw of the Modoc Indian, a tribe that 
has been but little affected by the advances of 
civilization, suffers but an hour or even less in 
the agony of childbirth. Other tribes are some- 
what longer, but not over two or three hours. 
Two hours being the average time among the 
North American Indians. 

This is also true among the natives of Africa, 
Australian Islands, Southern India, and other 
savage people. 

Those that have lived among Indians tell of 
the squaw who goes to pack wood in the winter, 
has a child while gone, wraps it up and places 
it on the wood and brings it back home without 
injury. While this may not be a common occur- 
rence even with the Indians yet it serves to 
teach us how easy the process of childbirth is 
among people who live in perfectly natural state. 
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As civilization approaches, the time of labor is 
extended. The Mexican Indians, half civilized, 
require three to four hours for delivery and the 
same is true of tribes that are in closer contact 
with the whites. Accidents according to authori- 
ties rarely occur. ° 

This may be accounted for by the active life 
which women lead among these people. The 
work is done by them, so that the frame and 
muscular system are developed and the fetus by 
the constant motions may be said to be shaken 
into the long diameter on which it best adopts 
itself to the maternal part and once in such a 
position it is held there by firm walls of the 
maternal abdomen and the birth becomes easy. 

Another reason is that these people do not 
marry out of their own tribe or race and, as a 
rule, no extreme disproportions are to be found 
and the head of the child is well adopted to the 
pelvis of the mother, through which is passes. 

The nearer civilization is approached, the 
more trying does the ordeal of childbirth be- 
come. To the women of the Green Bay Indian 
Agency, many deaths take place due to malposi- 
tin. In this tribe a greater number of half- 


breeds is to be found and the resulting disparity 


between the child and the mother may be the 
cause of trouble. Dr. Williams has observed 
that the Pawnees are more exempt from acci- 
dents than the Menomonees, and he inquires 
whether this is on account of the squatting pos- 
ture assumed by the former women. Angelmen 
ascribes it to the more active life led by the 
Pawnees, and the less frequent intercourse of the 
squaws with the whites. 

As civilization makes its inroads, the difficul- 
ties of labor increase. People in the big cities 
intermarry regardless of difference in race or 
frame of body and the result is frequent dispro- 
portion between the head of the child and pelvis 
of the mother. 

In addition the system of our people suffers 
from the abuse of civilization and the idle life 
they lead. The relaxed condition of the uterus 
and abdominal walls makes for a greater ten- 
dency to malposition. 

The assistance which is rendered to the par- 
turient women among the primitives is very 
simple and consists only of external manipula- 
tions. The patient is supported in whatever po- 
sition she may be confined, combined with com- 
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pression of the abdomen for the purpose of ex- 
pressing the child. There is no evidence of the 
primitive people doing any vaginal manipula- 
tion. The most reasonable of all the means of 
assistance is the steady compression of the ab- 
domen. This method is still common in the red, 
yellow and black races. 

Most of the backward races resort to expres- 
sion in one way or another. The Finns in tedi- 
ous cases, compress the abdomen by a belt or 
binder or by holding the patient up suspended 
and shaking her up. This method is used as a 
last resort by the natives of Mexico. In Syria 
some effort is made to support the perineum in 
the same manner as is usual with us. In Mexico 
they seek to overcome the tension by the intro- 
duction of the hands, and in India the parts are 
carefully anointed. 

Little is known to these people of the assist- 
ance given by the abdominal muscles, a help that 
was recognized even in ancient times and was 
advocated by Sucruta of India who limited the 
use of the muscles to the expulsion pains. 

The influence of emotions, however, is thor- 
oughly utilized as is evident by the incantations 
of the medicine man who is sometimes called in. 
These incantations no doubt play upon the imag- 
ination of the patient. 

In Russia, India and America a sudden shock 
often is made use of, and is often effective 
in expelling the child. Some tribes have always 
a number of men with their guns in readiness, 
waiting near the bed of the patient. As soon 
as the midwife perceives the head distending 
the perineum, she signals the men who then fire, 
thinking to assist nature by the sudden fright. 

Beside the incantations which are customary, 
as a last resort in difficult cases, there are a great 
many ridiculous superstitions in regard to labor 
and much nonsense is practiced with view of 
making labor easy. Thus in the middle ages the 
stars were consulted. Some people killed chicken 
and held the animal struggling before the par- 
turient. In many rural districts in Europe often 
the priest is called to invoke the aid of God. 

Although most primitive tribes have roots and 
herbs to which they resort in various diseases, 
they rarely seem to make use of them during 
labor. 

This is the brief, modified story of childbirth 
among some of the primitives who are found in 
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natural state, as is given by Engelman, Witkow- 
ski and others. Can their mode of living and 
general behavior suggest anything to us whereby 
the ordeal of the modern women can be abbre- 
viated? Ought we not follow nature’s plan and 
not only abbreviate suffering but at the same time 
reduce morbidity and mortality? An ounce of 
prevention is worth, it is said, a pound of cure. 
Can we not by the proper physical development 
make labor a true physiological function? Or, 
once an atonic uterus or a slow acting one is 
encountered, can we not so utilize our specific 
drugs or some mechanical means to restore to 
its normal function and in that way shorten 
labor? The use of these agents I shall presently 
discuss, leaving out the use of forceps and 
Cesarean Section. 

Prophylaxis. This work should begin before 
a woman is pregnant, and should not end when 
labor is over. From infancy to childhood the 
foundation of a healthy framework is built. 
Childhood diseases, malnutrition, rickets, scurvy, 
tuberculosis, osteomalacia, osteoarthritis, chronic 
constipation, leave their indelible marks upon 
the delicate structure that cannot be corrected 
in later years. The musculature, too, suffers 
from the ravages of some of these diseases re- 
sulting in muscular atony that is often respon- 
sible for a long labor. 

In the age of adolescence during the years of 
rapid growth, lack of proper supervision, over- 
activity, child labor, improper and insufficient 
food, undermine and inhibit her natural growth. 
From this age on up to the age of womanhood, 
the evils of fashion take a tremendous toll. High 
heels that disturb the mechanics of the bony 
structure, lacing and tight corsets, lack of proper 
exercise tend to weaken the tonus of her system. 
These, together with the other frills of modern 
civilization, excitement, dissipation, abuses of 
sanitary rules and the ever increasing strain of 
modern society, tend to develop the women of 
today int» a neurasthenic, pampered woman, a 
poor mother of children, who lives true to the 
Biblical curse when she goes to labor, and most 
often deprives her offspring from the God’s given 
prerogative, that of Mother’s milk. 


DRUGS 


Quinine. Quinine for many years has been 
credited with oxytocic properties, but there ap- 
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pears to be some difference of opinion as regards 
its efficiency when so employed. 

Sollman in his text-book states that moderate 
doses of quinine stimulate, and high doses de. 
press the contractions and tone of the uterus, 
Most of the authors agree that quinine has little 
or no effect unless the pains have started. 

I have known women who have taken repeat- 
edly as many as fifty grains in fractional doses 
in a period of an hour with the intention of 
producing abortion only to nourish a prolonged 
buzzing of their ears. 

It is also a matter of common knowledge in 
malarial sections that quinine can be adminis- 
tered in therapeutic doses with no risk of pro- 
ducing abortion. Once, however, a woman is 
in labor quinine judiciously given often in- 
creases the uterine contractions. Williams 
claims that in secondary uterine inertia, the ad- 
ministration of fifteen grains of quinine sulphate 
by mouth, very often is followed by increase in 
the frequency and forces of pains. 

De Lee in discussing uterine atony states that 
quinine should seldom be employed. He be- 
lieves that quinine is often the cause of intra- 
uterine fetal death. 

Fall claims that the deepest concentration of 
the quinine in the maternal blood after adminis- 
tration occurs about five or six hours. Deaths 
occurring fifteen to twenty hours after the ad- 
ministration of quinine cannot be ascribed to 
quinine. 

Personally, I prescribe about four or five three 
grain doses at about fifteen minute intervals in 
the first stage of labor, in all of the cases where 
the pains are weak and irregular. From its use 
I have never witnessed any ill effect to the baby. 
I do believe that quinine is of service in com- 
bating uterine inertia once a patient is in labor. 
Its effect is generally perceptible within thirty- 
five to forty minutes and that this effect is more 
persistent with the use of quinine than the use 
of nasal pituitrin. Deaths of the fetus most 
often occur when quinine is used for the induc- 
tion of labor. i 


Contraindications. The only contraindica- 
tion is the patient with idiosyncrasy to quinine. 
I have had a patient who developed severe utti- 
caria with generalized redness, itching and 
dyspnea about thirty minutes after administra- 
tion of the drug. Her symptoms although alarm- 
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ing at first subsided in about two hours and the 
patient was delivered by podalic extractions, the 
case being a breach. 

Castor Oil. The use of castor oil in promoting 
contractions when the patient is already in labor, 
need only be mentioned, to be condemned. It 
serves Only to upset the patient’s stomach, de- 
pletes her system and takes away a much needed 
strength. 

Pituitary Extract. The use of pituitary ex- 
tract in the first stage of labor given intramuscu- 
larly seems to be condemned by most writers. 
Pituitrin is likely to induce tetanic contractions 
from which both mother and baby may suffer. 

In the second stage some accoucheurs give 
pituitrin when the powers give out. It must 
however, be given in small doses, not in my 
opinion to exceed that of 6 or 8 minims. The 
accoucheur should always be ready to use for- 
ceps or put the patient under anesthesia should 
the action of pituitrin produce any untoward 
effect. 

Pituitrin is absolutely contraindicated in pre- 
eclamptic and eclamptic conditions. J. Hofbaur 
has witnessed violent eclamptic seizures. at- 
tended with anuria for thirty-six hours follow- 
ing the injudicious use of pituitrin in hyper- 
sensitive edematous parturient. In these cases 
Hofbaur claims that pitocin, an oxytocie prin- 
ciple of the posterior pituitary, from which how- 
ever the pressor principle is removed, may be 
used. 

The nasal application of the pituitary extract 
has gained favor in the late years and it can be 
used with impunity in any stage of labor and 
often with excellent results. 

If in any stage of labor the pains are found 
to be flagging, infrequent and short, a few drops 
applied with an applicator at the nasal septum 
and turbinate bones and continued, promotes, 
most of the time, severe prolonged contractions. 
In no case have I encountered tetanic contrac- 
tions. This method possesses the advantage 
that the absorption is not so rapid and con- 
tractions can be controlled by withdrawing 
the applicator. It can be reapplied with no in- 
convenience to the patient. Pituitrin in general 
should not be used in cases of disproportion be- 
tween the pelvis and the fetus and cases of mal- 
position. 
ago N. 


Thymophysin. About five years 
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Temesvary of Austria suggested the use of thy- 
mus and hypophysial extract combined for stim- 
ulation of uterine contraction. This preparation 
under the name of thymophysin is put up in 
ampules for intramuscular administration and 
is now in general use. 

Since the year of 1928 many men have used 
it with varied success and a very extensive liter- 
ature has accumulated on the subject. 

According to many American and Euro- 
pean observers, thymophysin should be used in 
the first stage of labor when the pains are weak 
and far apart. This drug administered during 
dilatation period produces strong rhythmical con- 
traction, shortening labor. The effect of the 
drug registers in about three or four minutes 
after injection and unlike the pituitary, one ob- 
serves according to William Ham who observed 
over 400 cases after the first reaction, strong 
normal pains lasting from thirty to fifty seconds 
and recurring at intervals of one to three min- 
utes. This different action from the plain pitui- 
tary extract is produced by the presence of the 
thymus which seems to have a regulatory inhibit- 
ing effect upon the pituitary. 

In the second stage of labor with very weak 
pains or no pain at all where the parturient may 
idle for hours and the attending man may be 
tempted to use forceps, its use is almost always 
spectacular in effect, terminating labor in a few 
minutes. 

Thymophysin often acts when all other means 
fail. In two of my cases where the bag of water 
had ruptured for about 24 hours with no labor 
pains, and when all concerned were getting 
anxious, after using other drugs with no ef- 
fect, the administration of thymophysin was fol- 
lowed with prompt results. In about three 
minutes contractions set in and labor termi- 
nated in less than forty-five minutes. It was my 
third case however, that convinced me that I was 
dealing with a very powerful drug. 

To this case, a para four, confined at her 
home, who had very weak contractions and about 
4 to 5 em. of dilatation, one ce. of thymophysin 
was given. The dosage initiated a terrific con- 
traction that lasted about six to eight minutes, 
and the baby was delivered with one steady pain, 
fortunately with no ill effect. From this time 
on I always use one-half of an ampule and never 
have had an accident. 
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In the early days of its use, it was recom- 
mended that one ce. of the drug be given. Now 
as we look back we see this amount which gives 
a pituitary potency, of ten international units 
in spite of the thymus present might cause ex- 
cessive contractions. The use of small doses 
produces no harmful effect upon the child and 
the mother. 

Lum demonstrated that the use of thymophy- 
sin did not increase the incidence of asphyxia 
but on the contrary by means of extensive statis- 
tics, he concluded that since the introduction 
of thymophysin at his clinic there has been a 
falling of the fetal mortality. 

Personally, I use thymophysin in the first 
stage after the use of quinine and nasal pituitrin 
have failed to bring about the desired results. 
In the second stage if indicated, I always use 
thymophysin. I have used it in about 20 cases 
with no accident. 

Contraindications. Thymophysin should not 
be used in cases where the cardiovascular system 
is not compensated. Der Brucke, in a recent 
paper shows the use of thymophysin in a series 
of sixty cases, all but four registered an increase 
in the systolic as well as diastolic pressure. The 
increase is there irrespective of the dose. 

Also it should not be used in cases of dispro- 
portion between the fetus and the pelvis or in 
case of malposition. 

Where regular contractions occur, thymophy- 

sin should not be used. 
Various mechanical 
means have been suggested that may affect the 
contractions, such as, massage of the uterus, hot 
sitz baths, vaginal douches, tamponing the va- 
gina, walking about, hot soapsuds enema, rup- 
ture of the bag of water, and posture. I shall 
only discuss the last four, the other methods 
being either not successful or dangerous. Hot 
soapsuds enema given at the beginning of labor 
at times is very effective and helps to increase 
pains. 

Walking about is of a good deal of benefit 
in some cases and patients are often urged to 
walk until pains are well established. 


Mechanical Means. 


Posture. 


Posture plays a large part in alle- 
viating the agony of labor and the ordinary 
obstetrical position of today is by no means the 


natural one. In order to find the correct one, 
one must study the posture taken by women in 
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labor among savages whose movements are stil] 
governed by instinct. Although the semi-recum. 
bent position is the prevailing one and is taught 
by the laws of modern obstetrics, nature does 
not seem to have designed that in this way she 
free herself from her burden. Savage people 
that are led by instinct rarely adopt the recum- 
bent position and scarcely any resume a strictly 
horizontal position. 

Squatting, although apparently inconvenient 
and repugnant to the refined woman, is certainly 
the most natural one for expulsion from the 
abdominal or pelvis viscera and will in many 
cases facilitate labor. 

Twice after a long labor at home, I have de- 
cided to use forceps, before I did this, however, 
as a last resort I placed my patient in a squat- 
ting position and the most magic effect was 
produced. The head advanced rapidly and de- 
livery was completed in practically, one long 
pain. 

The semi-recumbent position was by far the 
most frequent among the ancient, and especially 
by those who boasted of higher civilization such 
as that of Greece and Rome. 

This position is now almost universal among 
civilized people and Engelman in an extensive 
study of this subject has reached the conclusion 
that the semi-recumbent position is the most 
correct one. 

The one however, that is the most favorable, 
is that in which the patient resumes the dorsal 
decubitus with the head and shoulders raised 
to axis of the body inclined at the angle of about 
45°. In the horizontal position the force of 
gravity apparently counteracts to some degree 
the expulsive effect of the mother. 

Rupture of the Bag of Water. We have all 
been taught that dry labor means a long labor. 
It is an orthodox dogma. But most all of the 
orthodox dogmas are found to receive a shock 
sometime or other. The heretics who are always 
in our midst did not spare this orthodox teach- 
ing. The gold standard of the orthodox obstet- 
rician seems to be attacked now from many sides. 

Kreis in several articles in Gynecology and 
Obstetrics claims that premature rupture of the 
membranes occurs most often when effacement 
is normal. The bag of water, he maintains, is 
no longer considered an important factor in the 
natural process of dilatation and effacement. 
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The artificial rupture of the amnion is not only 
excusable but indicated because coincident with 
vetardation of effacement the bag of water is one 
of the principal obstacles to dilatation of the 
cervix during labor. 

Another heretic, Lyman W. Mason, ascribing 
io the above theory in an article published 
recently in the American Journal of Gynecology 
and Obstetrics, states that when the membranes 
rupture before or with the onset of pains in 
term pregnancies, both in primipara and multi- 
para, the tendency is toward shorter labor. The 
proportion of long labors in the premature rup- 
ture cases is less than in those cases in which 
the membranes remain intact until the cervix 
is dilated. 

There are many other advocates of the early 
rupture of the bag of water. Although I do not 
ascribe solely to this principal, I do believe that 
very often the rupture of the membranes is 
definitely indicated resulting in stronger con- 
tractions and shorter labor. 

In order that this may be clear, let us study 
for a moment uterine action in labor. There 
are two definite uterine actions in labor. One 
is the active contractions of the fundus which 
after labor begins, gradually increase in strength, 
and the other a coincidental relaxation of the 
cervix. When both activities are perfectly co- 
ordinated there is a so-called, normal labor. 

The factors influencing the strength of the 
uterine contractions include nervous inhibition 
by the sympathetic, proper working of the local 
cervical reflex, and possible endocrine secretions. 

In the stimulation of the cervical reflex factor, 
the engaging and pressing fetal head is of im- 
portance. When the head is floating above the 
brim, pregnancy is often prolonged. In cases of 
occipital posterior labor is slow, not because of 
malproportion but because of feebleness of con- 
tractions. If the uterus acts strongly the head 
is flexed and rotated. The slow labor results 
in these cases because the position of the head 
on the cervix does not allow the head to fit into 
the cevix and thus exert its full effect on arous- 
ing the cervical reflex by which contractions may 
be stimulated. 

If labor is delayed after presumable dilatation 
of the cervix one should always rupture the ob- 
structing membranes. If in a patient after the 
application of stimulant, labor does not progress 
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satisfactorily, the bag of water may be ruptured 
for this often influences favorably the uterine 
contractions. In a normal pelvis and an ungaged 
head with no progress the artificial rupture is 
often indicated. 

To Summarize: 1. People who live in a nat- 
ural state suffer but little in the process of child- 
birth. 

2. The proper rearing of children, a more 
rational living in the age of womanhood will 
make labor a true physiological function, thus 
freeing modern woman of the dread she has 
about labor. 

3. The judicious utilization of our specific 
drugs and mechanical means will often shorten 
labor and alleviate useless suffering. It must be 
based on careful individual study by the attend- 
ing man whose presence is required and not that 
of an attending nurse, as is often done. 

55 East Washington Street. 
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INTRA-ABDOMINAL HEMORRHAGE OF 
OVARIAN ORIGIN 
H. N. Rarrerty, M. D. 
T. N. Rarrerty, M. D. 
ROBINSON, ILL, 


Intra-abdominal hemorrhage of ovarian origin 
is, to judge from the literature, not common. 
However, it is the consensus of opinion of most 
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surgeons that it is encountered more frequently 
than the number of reported cases would indi- 
cate. Until about 1920 few cases had been re- 
ported. Since that time many others have found 
their way into the literature so that a review 
of all reported cases, compiled by Morton’ in 
1932 revealed a total of 93. Since then there 
have been two new cases added.”»* These, in ad- 
dition to the one being reported here, bring the 
total to 96. 

Hemorrhage of this origin may be any of four 
types: 

1, From rupture of a true ovarian pregnancy. 

2. From a ruptured “chocolate cyst,” or endo- 
metriosis of the ovary. 

3. From ruptured corpus luteum cyst. 

4. From ruptured graafian follicle. 

True ovarian pregnancy is, of course, very 
rare and need not be considered here. Rupture 
of a cyst of endometriosis does not produce mas- 
sive abdominal hemorrhage and is more likely to 
be confused with acute appendicitis or twisted 
ovarian cyst. 

Rupture of a corpus luteum cyst or graafian 
follicle, however, may produce an entirely dif- 
ferent picture. The etiology is well described 


by Wilson as follows: “As the menstrual period 
approaches there is an increased flow of blood 


to the pelvic organs. This results in increased 
intraovarian tension and forces the maturing 
follicle toward the point of least resistance, the 
periphery of the gland. At a bloodless and 
thinned out portion of the surface of the ovary— 
the stigma—the follicle eventually ruptures 
intraperitoneally. The ovum is discharged and 
hemorrhage then takes place into the follicular 
cavity. In normal conditions a rounded clot is 
formed, filling the ruptured follicle but occasion- 
ally this does not occur and the patient shows 
signs of intraabdominal trouble. As the bleed- 
ing increases symptoms of shock combined with 
other signs of internal hemorrhage appear until, 
in certain cases, it is necessary to interfere sur- 
gically.” 

According to many authorities, the dividing 
line between physiological and pathological bleed- 
ing here is no more definite than that between 
normal and excessive uterine bleeding. 

In regard to rupture of a corpus luteum cyst, 
trauma seems to bear a definite relationship in 
many cases. Some cases have occurred shortly 
following bimanual examination, so that the ex- 
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amination has appeared to be the causative factor, 
Also, any constitutional factor causing pelvic 
congestion would favor rupture of these cysts, 
In most cases, however, no etiological factor can 
be determined. 

The symptoms presented will vary with the 
severity of the hemorrhage. Onset is usually 
sudden with pain in the lower abdomen. Nausea 
and vomiting are almost always prominent early 
symptoms. Other signs are principally those 
due to peritioneal irritation, i. e., generalized ab- 
dominal pain and tenderness and quite often 
pain in the shoulder or neck. Dulness in the 
flanks is often demonstrated but in our case was 
not present, probably due to a generalized dif. 
fusion of the blood through the intestinal coils. 

Diagnosis is difficult and is rarely made prior 
to operation. The most common preoperative 
diagnosis for those cases of milder type, is acute 
appendicitis and for the type with massive hemor- 
rhage, ruptured ectopic pregnancy. If the con- 
dition is kept in mind many more diagnoses may 
be made. 

During the past year we observed one case 
which we diagnosed as such but because the 
patient was improving, she was treated con- 
servatively and recovered without operation, so 
that the diagnosis was not proved. 

Treatment will vary with the individual case 
and surgeon. Many cases will undoubtedly re- 
cover under conservative treatment. However, 
because one never knows how severe the hemor- 
rhage may become, the treatment of choice is 
probably surgical. In our case salpingo-oophor- 
ectomy was done because the profuseness of the 
bleeding necessitated its immediate stoppage and 
this seemed quickest. In most cases simple suture 
or resection may be done and the ovary preserved. 

Case report: Miss E. T., white, single, aged 20 
years, had considered herself well until the present ill- 
ness. The past history was negative excepting the 
usual childhood diseases. The family history revealed 
no findings of importance. Her menstrual periods had 
begun at 15, were regular, and of the 28 day type. She 
was menstruating at this time which was a ten day 
delay from the usual time. Dysmenorrhea had never 
been present. 7 

The patient had returned home from a University on 
Friday evening, Dec. 21, 1934. During the evening 
she felt that she had fever but otherwise was well 
and slept well that night, arising at the usual time on 
Saturday morning. Shortly after finishing breakfast 
she complained of nausea and vomited several times. 
Coincident with this, she noticed a generalized abdominal 
pain which seem aggravated by body movements. These 
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ymptoms continued essentially unchanged until one 
of us (T. N. R.) saw her at 1 p. m. 

Physical examination revealed the following: Pulse 
72, Temp. 98.8, and respirations 20. The patient was 
, well nourished white female, rather apathetic, who 
semed not acutely ill. Examination of the head and 
neck gave normal findings. Nothing abnormal was 
found in the chest. The heart tones were of good 
quality, with normal rate and rhythm. The abdomen 
was flat. There was moderate tenderness over the 
entire abdomen, most marked at McBurney’s point and 
over the region of the right kidney. There was no 
rigidity, and no other findings of importance. 

Because of the uncertainty of the diagnosis, she was 
removed to the hospital where a leucocyte count re- 
vealed 22,000 cells. A catheterized specimen of urine 
was free from albumin, sugar, pus cells and bacteria. 
Two hours later the leucocyte count showed 23,000 with 
92 per cent. polymorphonuclears, and a predominance 
of immature forms. The symptoms were essentially 
the same excepting an increase in tenderness at Mc- 
Burney’s point. The abdomen was slightly tympanitic 
to percussion and there was no dulness in the lower 
abdomen. 

Exploration was decided on and the abdomen opened 
through a right rectus incision. Upon entering the 
peritoneal cavity a large quantity of fresh and clotted 
blood was seen, obscuring all vision. The abdominal 
incision was immediately lengthened to just above the 
pubis and the ovaries brought into view. A rather 
small rupture was seen on the posterior surface of the 
leit ovary from which the hemorrhage was originating. 
The left tube and ovary were removed, the abdominal 
cavity cleared of blood and the abdomen closed. 
Twenty-five hundred c.c. of normal saline were given 
during the night and the usual measures taken for com- 
bating shock. The patient rallied well and made a nice 
recovery, leaving the hospital on the thirteenth day. 

Comment : 

1, Intraabdominal hemorrhage may have its 
origin in the ovary. 

2. Symptoms, as a rule, are confusing, rend- 
ering an exact diagnosis difficult. 

3. The finding of an intraabdominal hemor- 
thage in a young single female should bring to 
mind the ovary as the most probable source, pro- 
viding the past history does not point elsewhere. 

4. In the case reported the hemorrhage was 
presumably from a ruptured graafian follicle, 
although no microscopic study of the ovary was 
made. 

209 West Walnut Street. 
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Version and extraction has received a great 
impetus on account of the work of Potter’ in 
recent years. The indications for its use have 
broadened, so that it appears to the author that 
a physiological and a “pathological-physiologi- 
cal” consideration of the status of the uterus for 
version, and version and extraction based upon 
the basic principles of the physiology of the 
uterine musculature during parturition may aid 
us clinically in determining, if the conditions 
present are safe for version. The greatest danger 
to be feared in turning the child in utero is rup- 
ture of the uterus, and this is the most impor- 
tant complication to avoid. 

A review of the literature demonstrates the 
lack of knowledge of the basic physiology of the 
uterine musculature correlated to the clinical 
aspect of labor. The modern concept of the phys- 
iology of muscle has not been applied to the 
uterus. The author is convinced that this knowl- 
edge is essential in order to be able to interpret 
the clinical aspect of the conditions necessary 
for the performance of version, and version and 
extraction. The rupture of the membranes with 
the escape of the liquor amnii appears to be em- 
phasized as a contraindication for version, while 
the author believes that this condition per se has 
been overemphasized as a contraindication. 

The physiological and the “pathological- 
physiological” consideration of the uterine mus- 
culature during labor are the essential criteria to 
correlate its tonus state to clinical interpreta- 
tion. The basis of uterine changes and function 
is dependent upon a uterine contraction as the 
unit of work to be accomplished by the uterus 
in bringing about the ‘canalization of the lower 
pole of the uterus, and the expulsion of the 
ovoid from the birth canal. The status of the 
uterine musculature during a normal labor is de- 
pendent upon its physiological changes. Tonus, 
as applied to smooth muscle, is generally defined 
ag a state of sustained contraction, which varies 
in duration and degree, and, though modified by, 
is usually maintained independent of nerve cen- 
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ters. Plain muscle may exhibit also, the phe- 
nomenon of rhythmical activity, that is, under 
proper conditions it may contract and relax 
rhythmically like heart muscle. The normal 
tonus of muscle is such that it has the proper- 
ties of contraction and relaxation (property of 
elasticity). 

A consideration of the uterine muscular 
changes demonstrates that certain physiologic 
changes take place with each uterine contrac- 
tion. The thickening or permanent shortening 
of the muscle fibres of the upper uterine seg- 
ment is called retraction; and the stretching or 
thinning of the muscle fibres of the lower uter- 
ine segment, is not a passive process, but is an 
active physiologic process. 

During the first stage of labor the retraction 
of the muscle fibres of the upper uterine seg- 
ment, and the stretching or thinning of the 
muscle fibres of the lower uterine segment go on 
in a synchronous manner until complete efface- 
ment and dilatation of the cervix results. At this 
stage the uterine segments have reached their 
physiologic requirements of retraction and the 
so-called passive stretching or thinning in bring- 
ing about the canalization of the cervical canal, 
and when this stage is reached the uterine mus- 
culature is in tone, that is, it has the property 
of being stretched (property of elasticity). A 
normal uterus, therefore, during the process of 
turning will sufficiently stretch in order to ac- 
commodate the temporary increase in the uterine 
cavity. 

The second stage of normal labor leads to 
the expulsion of the ovoid from the birth canal. 
With each uterine contraction the two segments 
differ in their physiologic response. The upper 
uterine segment manifests further retraction, 
but in the lower uterine segment the so-called 
stretching or thinning does not continue to a 
significant extent under normal conditions, be- 
cause the cervix uteri is completely effaced and 
dilated, and the fulcrum action of the lower pole 
of the uterus working against the fetal head is 
gone, and instead the pull is now primarily 
exerted on the attachments of the endopelvic 
fascia_ through the vaginal walls to the bony 
pelvis. When a uterine contraction is over the 
uterus relaxes in tone, but the upper uterine 
segment becomes thicker, while the lower uterine 
segment retains its second stage condition, the 
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uterine cavity becomes smaller which is com- 
pensated by the descent of the ovoid into the 
pelvic cavity, so that the birth canal remains 
approximately the same. With continued uter- 
ine contractions the ovoid descends and _ the 
mechanism goes on for the expulsion of the 
ovoid. 

During the third stage of labor the uterus 
undergoes practically the same mechanism as in 
the second stage, but after the placenta is ex- 
pelled the lower uterine segment undergoes re- 
traction (thickening) which is observed during 
the performance of cesarean section after the 
placenta is removed from the uterine cavity. 

During the second stage of labor the following 
problem arises, what determines the loss of 
uterine tone, the number of uterine contractions, 
or the number of hours in labor. The loss of 
uterine tone consists of two types: 1. Hypotonic. 
2. Loss of tone due to mechanical factors. 

Hypotonic, atonic or adynamic. The term 
inertia uteri is not a good descriptive term for 
this disturbed condition of the uterine muscu- 
lature, because it gives the impression that the 
uterine musculature is structurally weak which 
is not the case. The underlying physiology of 
this condition is a disturbance of the conducting 
mechanism that controls the uterine contractions 
which may be neurogenic, neuromuscular, or 
myogenic, or a combination of the three. Ru- 
dolph and Ivy,’ prefer to designate the so-called 
inertia uteri as a disturbance of the uterine 
physiology or uterine dysfunction because it 
specifically signifies that the underlying cause is 
a physiologic rather than a structural weakness 
of the uterine musculature. Therefore, this spe- 
cific disturbance of the uterine musculature is 
physiologically called hypotonic, atonic, or 
adynamie which is included under the broad 
physiologic term of uterine dysfunction. This 
type of uterine dysfunction is met with during 
the first stage of labor in two types: 

(a) The flaccid type which may be referred 
to clinically as inertia uteri in which the uterus 
is found to be flaccid or soft and is due to a 
temporary inhibition of the regulatory mecha- 
nism. of uterine contractions. We have a uterus 
with either a slight or marked loss of tone in 
which traumatic rupture of the uterus may occur 
during a version. 

(b) The tonic type of transitory tetani uteri 
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js due to frequent uterine contractions with no 
physiologic changes in the upper and lower 
uterine segments, so that no work is accom- 
plished towards canalization of the lower pole 
of the uterus. Hence, we have a high degree 
of tonus of the uterine musculature in which the 
uterus will not give or stretch (property of 
elasticity) during a version, so that a traumatic 
rupture of the uterus may occur, but sponta- 
neous rupture of the uterus will not occur. 

The loss of uterine tone due to mechanical 
factors is referred to as a “pathological-physi- 
ological” state of the uterine musculature. This 
condition is the result of the uterus attempting 
to force the ovoid through the pelvis when asso- 
ciated with a cephalopelvic disproportion. The 
mechanical conditions are: cephalopelvic dispro- 
portion, i. e., contracted or deformed pelves, mal- 
position, malpresentations, and pelvic neo- 
plasms; and oversized fetus, or some anomaly 
of the fetus which will cause a mechanical dis- 
proportion with a normal pelvis. 

When the egress of the ovoid is prevented 
from descending into and through the pelvic 
cavity during the second stage of labor, the con- 
tinued uterine contractions bring about a “patho- 
logical-physiological” condition of the two 
uterine segments. It is probable that in a 
physiologic second stage labor the lower uterine 
segment in all probability undergoes an insignifi- 
cant stretching or thinning for the expulsion of 
the ovoid. But, when descent of the ovoid is 
prevented by any mechanical obstacle then the 
upper uterine segment undergoes excessive re- 
traction in order to increase its expulsive force 
in overcoming the mechanical obstacle by 
moulding and compression of the presenting 
part. At some period, but we cannot determine 
how long or after how many uterine contractions, 
the lower uterine segment will maintain its 
normal tonus state, before the influence of re- 
traction of the upper uterine segment will cause 
further stretching or thinning to set in. As 
the upper uterine segment undergoes excessive 
retraction, and the lower uterine segment under- 
goes excessive stretching or thinning, this con- 
tinued action will go on until the lower uterine 
segment is so stretched or thinned that it loses 
its muscle tone (loss of elasticity). If this con- 
dition is allowed to continue it will lead to 
spontaneous rupture of the lower uterine seg- 
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ment, or ta traumatic rupture of the lower 
uterine segment by any ill-timed intrauterine 
manipulations. When the lower uterine segment 
loses its tonus state then this “pathological- 
physiological” condition of the uterus is clini- 
cally known as threatened rupture of the uterus. 
When a diagnosis is made of threatened rupture 
of the uterus, and the indication is for a forceps 
delivery of pelvic application is preferable, be- 
cause an attempt of a cephalic application may 
cause an increase in intrauterine pressure which 
may lead to a traumatic rupture of the uterus. 

Recently Frey* has studied the value of count- 
ing the number of uterine contractions necessary 
to complete a normal labor which was 150; and 
when 200 or more is reached the case is one of 
dystocia. Frey and Rufenacht* discuss relative 
dystocia and have demonstrated that the first 
stage of labor necessitated from 151 to 200 
uterine contractions; the second stage from 51 
to 75 uterine contractions; and in funnel pelves 
from 75 to 100. The entire labors took from 
251 to 300 uterine contractions. This method 
gives us a criterion for physiologic consideration, 
but it is a difficult procedure for clinical use. A 
consideration of the cervical changes which cor- 
related to our knowedge of the anatomic changes 
based upon frozen sections and cesarean sections 
is a more practical and scientific method of 
gauging the clinical course of the first stage of 
labor as Rudolph and Ivy? have demonstrated 
that the cervix during the first stage is the “bar- 
ometer” of the physiologic motor activity of the 
uterus. In the second stage, I believe that 
gauging the clinical course by the number of 
uterine contractions is a dangerous method to 
rely upon, because for spontaneous birth asso- 
ciated with dystocia, Frey and Rufenacht found 
that it took from 76 to 100 uterine contractions 
during the second stage dystocia for spontaneous 
birth, but, if a version is attempted between 76 
and 100 uterine contractions it does not assure 
us that the uterus is in tone or that it may be 
in a “pathological-physiological” state for ver- 
sion which may lead to traumatic rupture of the 
uterus. 

We may accept these figures for the number 
of uterine contractions for eutocia and dystocia, 
but clinically we must evaluate the uterine con- 
tractions as being true or false. Now, dystocia 
in many instances will signify a prolonged first 
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stage labor, as being due to uterine dysfunction, 
but it does not signify that the number of uterine 
contractions in a case of normal cephalopelvic 
relation and a normal structural uterus will lead 
to rupture of the uterus. Winter® writes that 
he concedes that Frey’s observations are gener- 
ally correct, but the advisability of an obstetric 
intervention should not be based on the number 
of uterine contractions in any given case. There- 
fore, we cannot determine the loss of uterine 
tone by the number of uterine contractions, since 
when the number exceeds 200, we must diagnose 
the contractions as true or false, because the 
uterine changes will depend upon the type of 
uterine contractions. 

The time element is not a reliable criterion, 
because the uterine contractions during either 
the first or second stage of labor, may be at 
different times true or false.? The time ele- 
ment is indefinite on account of the variations 
in the physiologic response of a uterine contrac- 
tion. We have no method in measuring the 


result of a uterine contraction, except by the 
Schatz-Unterberger method of the rising of the 
fundal ring (physiologic ring) or the cervical 
changes which Rudolph and Ivy? refer to as the 


“barometer” of physiologic motor activity of the 
uterus. This is illustrated in a case of prolonged 
labor of 100 hours. A given case in which the 
cephalopelvic relation and the position and pres- 
entation is normal. Labor sets in normally and 
the cervix is effaced and dilated to 3 cm., in a 
certain number of hours and then uterine dys- 
function sets in for some hours. The patient 
is given sedatives and rests for some hours, when 
labor again sets in normally and the cervix 
dilates to 7 cm. and again uterine dysfunction 
sets in for some hours. This condition recurs a 
few times, the second stage is reached and we 
have a spontaneous delivery or a low forceps 
operation. In correcting the duration of the 
labor, we find that by subtracting the periods of 
uterine dysfunction the actual labor is about 
twenty hours, yet, from the onset of labor the 
patient had been in apparent labor for 100 
hours. Therefore, the time element in a labor 
is of little value in determining the loss of 
uterine tone of its relation to rupture of the 
uterus. 

The management of a given case when version 
raay be indicated depends upon our knowledge 
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of the cephalopelvic relation which should be 
known during the prenatal supervision or 
shortly after the onset of labor, and the condi- 
tion of the uterine musculature. The indica- 
tions generally consists of relative cephalopelvic 
disproportion, malposition, malpresentation, high 
head with any vertex position when it is due to 
the failure of the formation of the final phase 
of the lower uterine segment,® and any indica- 
tion that may arise during the first and second 
stage of labor either on account of maternal or 
fetal conditions that make it imperative that the 
child be delivered. 

When a version is indicated the accoucheur 
should ask himself the following question: Has 
the uterus sufficient tone (elasticity) to permit 
version? When performing version, we mainly 
fear rupture of the uterus, therefore, the criteria 
must be based upon our knowledge of the under- 
lying uterine physiology and clinical experience. 

I have indicated that the number of uterine 
contractions and the duration of labor is not a 
reliable gauge of the tonus state of the uterine 
musculature. A normal uterus will spontane- 
ously rupture only in a cephalopelvic dispropor- 
tion. Therefore, it is essential that we correlate 
our knowledge of the uterine physiology to the 
clinical course of labor during the first and 
second stage of labor. 

The first stage presents itself to the under- 
lying uterine physiology, because the cervix 
being the “barometer” of the physiologic motor 
activity of the uterus, we are able to correlate 
the uterine changes from the knowledge gained 
from frozen sections and cesarean sections of the 
different changes of the first stage in normal 
uteri. Therefore, since the uterus has not under- 
gone abnormal retraction and stretching or thin- 
ning, we are assured that in a normal uterus the 
uterine musculature is in tone which signifies 
that the uterus will sufficiently stretch during a 
version, except when complicated by uterine 
dysfunction. 

The underlying uterine physiology aids us 
clinically. When an indication ‘arises for 4 
version the uterus must be in tone. When per- 
forming a version the prerequisites are, surgical 
anesthesia, gauge the uterine contractions and 
turn the child between uterine contractions, be- 
cause during the contraction phase of a uterine 
contraction the tone is increased, so the uterine 
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musculature will not stretch as much as during 
the interval. Cases may arise in which uterine 
dysfunction complicates the indication for ver- 
sion. This complication increases the danger of 
traumatic rupture of the uterus, but if this com- 
plication is present and an emergency arises for 
version, we may speculate that version may be 
successful under a deep surgical anesthesia, and 
slow turning of the child during the relaxation 
phase of a uterine contraction, but this proce- 
dure demands delicate obstetric experience. 

The second stage is the bete noir of obstetric 
judgment in the conditions present for version. 
The uterine physiology discussed demonstrates 
that we cannot determine clinically the degree 
of retraction of the upper uterine segment; nor 
that the lower uterine segment has undergone 
abnormal stretching or thinning in the second 
stage of labor. We have no method of measur- 
ing or gauging the degree of retraction, stretch- 
ing or thinning of the uterus that is bordering 
on the clinical signs and symptoms of threatened 
rupture of the uterus which knowledge is the 
key to the uterine changes, particularly the con- 
dition of the uterus to be evaluated in a version. 
A review of our knowledge of the uterus from 
frozen sections, and clinical observations during 
the performance of cesarean sections of the sec- 
ond stage of labor, with or without rupture 
demonstrates the physiological and “pathological- 
physiological” states, and the uterine physiology 
readily explains the sequence of the uterine 
changes, but clinically the knowledge is only 
correlated by our clinical experience of the 
second stage labor. 

The dictum for obstetric interference in the 
second stage labor is usually given as two hours, 
but some advise waiting for from four to six 
hours. This indication for obstetric interference 
is supported by clinical experience. To corre- 
late this clinical experience on the duration of 
the second stage labor is probably explained on 
the basis that the uterine physiology from two 
to six hours signifies that abnormal retraction 
and stretching or thinning does not take place, 
and the uterine musculature will ‘sufficiently 
stretch during intrauterine manipulations for 
the performance of version. A review of the 
literature on spontaneous rupture of the uterus 
and my own experience demonstrates that ten 
hours is the minimum duration of the second 
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stage of labor before this tragic accident will 
occur, except when either the first or second 
stage of labor is complicated by pressure—necro- 
sis of the lower uterine segment. 

As we consider the clinical course of the 
second stage labor the knowledge gained from 
frozen sections, cesarean sections, and the uterine 
physiology, we realize that the borderline be- 
tween a physiological and “pathological-physio- 
logical” second stage must be based upon clinical 
experience, but the underlying uterine physiology 
be borne in mind which will aid us in under- 
standing the mechanism of spontaneous rupture 
of the normal uterus. The author believes that 
the “pathological-physiological” consideration be- 
fore the signs and symptoms of threatened rup- 
ture of the uterus are present are the criteria 
upon which the conditions for version are based. 
When threatened rupture of the uterus is diag- 
nosed we know the underlying “pathological- 
physiological” changes present contraindicate 
version. The signs of this condition are due to 
abnormal states of retraction, stretching or 
thinning of the uterus; and I believe that the 
symptoms are due to a state of “shock” brought 
about by the uterine changes which traumatize 
the nerves of the uterus and are relayed to the 
cerebrum in the same manner as shock is pro- 
duced after trauma to any part of the body. 
The vagina is hot and dry, sensitive, and its 
walls are taut which igs due to an excessive 
stretching of the vaginal walls, and this leads 
to a tetany of the vaginal walls, and interferes 
with the vascular supply, which causes chemical 
changes in the tissues. These tissues are weak- 
ened and account in some cases for rupture of 
the vagina alone, or the extension of the tear 
from the lower uterine segment. 

The rupture of the membranes with the escape 
of the liquor amnii is not in my opinion a con- 
traindication for the performance of version 
either in the first or second stages of labor. 
The liquor amnii is nature’s hydrostatic pro- 
tector for the fetal physiology. When the liquor 
amnii prematurely escapes the uterine walls 
comes in contact with the ovoid, but when a 
version is indicated the problem is, the tonus 
state of the uterine musculature. The physio- 
logic consideration of the uterine musculature 
described with the membranes intact, also, 
applies to the uterine musculature with the 





566 ILLINOIS MEDICAL JOURNAL 


membranes ruptured and the escape of the liquor 
amnii. De Lee’ sums up this problem by stating, 
“It is impossible to lay down a set rule as to 
how long after the rupture of the membranes 
a version is still permissible. All depends on 
the degree of retraction and contraction.” Which 
is the opinion of the author, and bearing in 
mind the underlying uterine physiology gives us 
a clearer understanding of the condition of the 
uterine masculature. A version may be more 
difficult, but it is not contraindicated. 

The term impaction has a place in the con- 
sideration of version. A review of the literature 
has failed to enlighten me on what is really 
implied by impaction, and its clinical import- 
I will discuss impaction from a clinico- 
pathologic viewpoint. It cannot take place dur- 
ing the first stage of labor, because the ovoid 
does not descend and moulding of the presenting 
part into the pelvic cavity cannot take place as 
the ovoid is in utero. With the second stage of 
labor the movement of descent begins and the 
presenting part moulds itself to the pelvic cavity. 


ance, 


In a normal cephalopelvic relation the normal 
flexed head will mould itself in the usual man- 
ner and with the least resistance is propelled 
through the pelvic cavity to a spontaneous de- 
livery. In a deflexion attitude of an occipito- 
posterior position the fetal head will mould in 
the usual manner for that position, and the 
uterine forces will overcome the slight resistance 
of the pelvic cavity, and delivery will occur 
either spontaneously or aided by forceps when 
complicated by uterine dysfunction. If the de- 
flexion attitude is such that it becomes a me- 
chanical cephalopelvic disproportion due to a 
malpresentation, i. e., brow, chin, and asynclit- 
ism, the uterine forces will bring about excessive 
moulding of the fetal head in the’pelvic cavity, 
and in the majority of instances the uterine 
forces cannot overcome the resistance of the 
pelvic cavity, so that the fetal head is impacted 


or cannot descend any more which will lead to 


rupture of the uterus on the same principles 
as in an absolute cephalopelvic disproportion, 
if neglected. In transverse presentation, if ne- 
glected, the shoulder is impacted deep in the 
pelvic cavity so that no descent can occur, which 
will lead to rupture of the uterus. Therefore, 
impaction should be specifically designated as a 


late second stage complication in which the 
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upper and lower uterine segments have under- 
gone abnormal retraction and stretching or 
thinning respectively, which is or is bordering 
on threatened rupture of the uterus. 

In view of the clinical and physiological con- 
siderations described tha following conditions 
and contraindications will be given for version. 
We are leaving out of consideration extraction, 
because it implies a second stage procedure. 

The conditions necessary for version are: (a) 
normal cephalopelvic relation. (b) Uterus in 
(c) Cervical dilatation depending upon 
(d) Child alive. (e) 


tone. 
the type of version. 
Surgical anesthesia. 

The contraindications for version are: (a) 
Cephalopelvic disproportion. (b) Uterine dys- 
function (inertia uteri and tetani uteri), con- 
striction ring dystocia. (c) Malformations of 
the child (hydrocephalus, ascites, polycystitic 
kidneys, and other types of monstrosities). (d) 
Threatened rupture of the uterus. (e) Impaction 
(brow, chin posterior, transverse presentation, 
and asynclitism). (f) Dead child, especially 
when associated with rigor mortis. (g) Pre- 
vious cesarean sections, abdominal or vaginal, 
would be risky on account of the danger of the 
uterine scar rupturing. (h) After a prolonged 
test of labor of the anatomico-physiologic school* 

Version During the First Stage of Labor: 
Version can be performed during the first stage 
of a normal labor, because the uterus is in tone. 
When the first stage is complicated by uterine 
dysfunction (inertia uteri and tetani uteri) great 
care must be exercised in performing version on 
account of the liability of traumatic rupture of 
the uterus. If this stage is complicated by 
uterine dysfunction sedation should be instituted 
until the normal tonus state returns, but if a 
condition arises on account of fetal or maternal 
indication version is performed under deep sur- 
gical anesthesia, the child is turned slowly, and 
between uterine contractions. Early rupture of 
the membranes with the escape of the liquor 
amnii in part or whole, the so-called dry labor, 
is no contraindication for version, because the 
uterus is in tone and will stretch to accommo- 
date the turning of the child. 

Version During the Second Stage of Labor: 
This stage is important because it is this stage 
in which tragic results can occur due to a mis- 
interpretation of the condition of the uterine 
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1 have pointed out that in a 


musculature. 
normal second stage labor the lower uterine seg- 
ment does not undergo further stretching or 
thinning for the expulsion of the child from the 


birth canal. The literature refers to the lower 
uterine segment as being passive which infers 
that it is further stretched or thinned during 
the second stage of labor which Rudolph and 
Ivy? do not adhere to an account of their study 
of frozen sections, clinical (cesarean sections) 
and physiological grounds. 

Therefore the problem arises in this stage, 
when does abnormal stretching or thinning of 
the lower uterine segment take place? The 
“pathological-physiological” changes of the 
uterus in dystocia have been described. The 
clinical experience of obstetricians demonstrates 
the duration of the second stage is from two to 
six hours before operative interference is indi- 
cated, providing no fetal or maternal indication 
arises for immediate delivery. The literature 
and the author’s experience show that the mini- 
mum duration in which spontaneous rupture of 
the uterus has occurred is ten hours, except when 
complicated by a misdirection of the uterine 
force in normal presentation, abnormal presenta- 
tis and hydrocephalus which will cause pres- 
sure necrosis of the lower uterine segment 
followed by spontaneous rupture of the uterus. 

The management of the second stage of labor 
when version may be indicated consists of evalu- 
ating the physiology of the uterine musculature 
and clinical experience. I have pointed out that 
we cannot clinically determine the borderline 
atonic condition of the uterine musculature. 
Clinical experience demonstrates that the uterus 
is in tone from two to six hours in the second 
stage of labor, so since the uterus is in tone 
version can be performed. When the lower 
uterine segment begins to undergo abnormal 
second stage stretching or thinning, we have at 
the present time no method to determine this 
change, but clinical experience teaches that spon- 
taneous rupture of the uterus will occur after ten 
hours of second stage labor. Therefore, since 
the cardinal condition of the uterus is the tonus 
state, I believe that the two to four hours second 
stage duration, perferably two hours, for opera- 
tive interference is a safe rule for the termina- 
tion of a given labor when version is indicated 
which will assure us that.a normal functioning 
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uterus in this stage will sufficiently stretch to 
permit version. 

A review of Potter technique for version,’ and 
having had the privilege of seeing the Master 
versionist work has conclusively demonstrated to 
me the safety of version when performed under 
proper conditions which avoids traumatic rup- 
ture of the uterus. Potter performs his version 
and extraction as soon as the parturient is in the 
second stage of labor. Even if the station of 
the head is low in the pelvic cavity the version 
is easily done, because the uterine musculature 
is in tone and the uterus stretches to accom- 
modate the turning of the child. His report of 
seventeen cases of rupture of the uterus® demon- 
strates that the majority were due to the rupture 
of the scar from previous cesarean sections or 
the fact that the patients did not follow his 
instructions to enter the hospital as requested 
for obstetric management, but no rupture of the 
uterus occurred otherwise in his practice. The 
Potter technique is governed by definite uterine 
physiologic considerations, aided by chloroform 
surgical anesthesia which is safe for the mother 
relative to traumatic rupture of the uterus. 

Summary: The consideration of the physiol- 
ogy of the uterine musculature demonstrates the 
basic knowledge underlying the function of the 
uterus during labor, and the necessity of corre- 
lating that knowledge to the clinical aspect of 
labor for the performance of version. By con- 
sidering the tonus state of the uterus we are 
weighing the fundamental principles for the 
condition essential for version. When version 
is being performed the essential requirement is 
that the uterus must stretch in order to accom- 
modate the turning of the child without injury 
to the uterine musculature. A normal uterus 
will permit version during the first stage, and 
the second stage until it reaches an abnormal 
state of retraction and stretching or thinning of 
the upper and lower uterine segments respec- 
tively which conditions are determined by clin- 
ical experience. 

The clinical interpretation of the underlying 
physiology of the uterus during labor is deter- 
mined by our knowledge of frozen sections, 
living physiologic states of the uterus observed 
during the performane of cesarean sections, and 
clinical experience based on spontaneous and 
traumatic rupture of the uterus. During the 
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first stage of labor the tonicity of the uterus is 
correlated by the condition of the cervix which 
is the “barometer” of the physiologic changes of 
the uterus, and clinical recognition of any com- 
plicating uterine dysfunction, and the position 
and presentation. The second stage of labor 
is dependent upon clinical experience and a 
knowledge of the literature in order to determine 
the borderline cases between the physiological and 
‘“pathological-physiological” condition of the 
uterus. The physiologic criteria presented clini- 
cally demonstrates we have no method of deter- 
mining when the physiologic state (tonus) passes 
into the “pathological - physiological” state 
(atonus) except by correlating our physiologic 
knowledge to clinical experience based on rup- 
ture of the uterus. Since the duration of the 
second stage of labor for operative interference 
is suggested from two to six hours and ten hours 
is the minimum second stage labor that will 
bring about spontaneous rupture of the uterus, 
a clinico-physiologic consideration of this knowl- 
edge will aid us in deciding a safe time to 
perform version with safety. 


The underlying physiologic condition essential 
for version is the tonus state of the uterus. | 
believe that version is a safe procedure in from 
two to four hours of second stage labor, prefer- 
ably the two hour duration, because after two 
hours we should be able to evaluate the indica- 


tion for operative interference. Under excep- 
tional cases an experienced obstetrician may elect 
to do a version late in the second stage of labor. 
The complication of uterine dysfunction must be 
diagnosed in every case of version, as the knowl- 
edge of this complication will govern the tech- 
nique of version. 
CONCLUSIONS 

1. A knowledge of the physiology of the 
uterus is essential in evaluating the conditions 
necessary to perform a version. 

2. ‘The tonus condition of the uterine muscu- 
lature is the main condition necessary for ver- 
sion. 

3. Version can be performed at any period 
of the first stage of labor, except when compli- 
cated by uterine dysfunction. 

4. Rupture of the membrane is no contraindi- 
cation for the performance of version. 

5. Version is usually a safe procedure after 
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two hours in the second stage of labor. 

55 Kast Washington Street. 
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GLANDULAR PHYSIOLOGY AND THERAPY: 
THERAPEUTIC USE OF ESTROGENIC 
SUBSTANCES 

Emil Novak, Baltimore (Journal A. M. A., May 18, 
1935), states estrogenic therapy is of little value in 
the treatment of endocrinopathic amenorrhea, although 
in many of these it is often resorted to because of the 
lack of any other treatment which is any more rational 
or any more effective. The weight of evidence indi- 
cates that in the treatment of menopausal symptoms, 
proper allowance being made for difficulties in the in- 
terpretation of the therapeutic results, the estrogenic 
substances are of real though variable value. The treat- 
ment of gonorrheal vulvo-vaginitis in children by means 
of injections of estrogenic substance is a promising 
method, though much more experience with it is nec- 
essary before worthwhile conclusions can be drawn as 
to the rapidity and permanence of the _ bacteriologic 
cure, and the possible harmful by-effects of the method. 
At present it seems that the treatment of hemophilia 
with estrogenic preparations will not live up to early 
expectations, though here again further experience with 
the plan must be awaited. While estrogenic therapy is 
at times employed for various other indications, as enu- 
merated in the paper, the rationale is usually poorly 
defined and the results are ordinarily disappointing. 





TREATMENT OF GONORRHEA IN THE FE- 
MALE BY MEANS OF SYSTEMIC AND AD- 
DITIONAL PELVIC HEATING 
William Bierman and Edward A. Horowitz, New 
York (Journal A. M. A., May 18, 1935), found that 
the combination of systemic temperature elevation with 
simultaneous additional pelvic heating constitutes a 
method of treatment rapidly effectual in gonorrhea in 
the female. Their work is based on the fact that the 
gonococcus can be killed by temperatures that are not 
injurious to body tissues. They treated twenty-three 
female patients with gonorrhea whose subsequent course 
they have been able to follow closely. Ten of these 
patients previously had local chemical treatment, which 
had failed to cause the disappearance of gonococci. 
Eighteen were complicated by salpingitis, six in the 
subacute and twelve in the chronic stage. These pa- 
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tients received an average of a little less than three 
treatments each. This caused the complete disappear- 
ance of gonococci in nineteen of the twenty-three cases. 
In two of the remaining four cases the gonococci dis- 
appeared from the cervix (after two treatments each) 
but persisted in the urethra, from which they disap- 
peared after the coagulation of Skene’s ducts. One 
patient with cervicitis, to whom a single treatment 
was administered, received a few subsequent applica- 
tions of silver nitrate, which were sufficient to cause 
the disappearance of some persisting organisms. In 
one case, complicated by the presence of a severe gon- 
orrheal proctitis, the organisms disappeared from the 
cervix and urethra but persisted in the rectum. A 
systemic temperature elevation of from 105 to 106 F. 
is produced by means of pelvic diathermy and photo- 
thermy during a period of from one and one-half to 
one and three-fourths hours. With the use of a spe- 
cial vaginal electrode equipped with a thermometer, 
the vaginal temperature is maintained between 111 and 
112 F. for three and one-half hours. A special arrange- 
ment of four dispersive electrodes is necessary. The 
treatment is painless but there is discomfort from the 
systemic fever. Constant watchfulness throughout 
treatment is imperative. The treatment is strenuous 
and patients with cardiovascular or pulmonary disease 
should not be subjected to it. No serious ill effects 
were experienced by any of the treated patients. 





Society Proceedings 





OGLE COUNTY 

Ogle County Medical Society met at the Spoor 
Hotel, Oregon, Illinois, April 23, 1935. 

Dr. James Carr, Chicago, gave a very instructive 
talk on Heart Disease, especially Congestive Condi- 
tions. This was followed by questions and discussions. 

A business meeting followed with election of Officers : 

President, F. G. Andreen, Rochelle; Vice-President, 
L. Warmolts, Oregon; Secretary-Treasurer, A. R. 
Bogue, Rochelle; Censor for 3 years, Joe Kennedy 
Deterich, Rochelle. 

A motion made for the Secretary to write to Mrs. 
Brown of Mt. Morris a letter of condolence on the 
death of Dr. Brown, our President. 

Motion made by W. E. Kittler and seconded by 
A. H. Beebe that the Ogle County Medical Society 
indorse the Proceedings of the Special Session of the 
House of Delegates of the A. M. A. held in Chicago, 
Feb. 15 and 16, 1935, the minutes of which were 
published in the Journal of the A. M. A. March 2, 
1935. The report of these procedures was also pub- 
lished in the Itt1nors MeEpicaL JourNAL of March, 
1935. 

At the same time the Ogle County Medical Society 
wishes to approve heartily the good work that is being 
performed by Dr. J. R. Neal and the Legislative Com- 
mittee of the Illinois State Medical Society. 

Motion approved by all present. 

A. R, Bocug, M. D., Secretary. 
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RANDOLPH COUNTY 

The regular monthly meeting of the Randolph County 
Medical Society was held at the Illinois Security Hos- 
pital, Menard, Illinois, on April 24, 1935; the society 
being the guests of Dr. J. M. McManus, managing 
officer. This meeting establishes a tentative program 
proposed by the Illinois Department of Public Welfare 
to promote cooperation between the state and the phy- 
sicians of each community in an effort to make avail- 
able the resources of the state to the general prac- 
titioner. Forty physicians, as well as a number of 
State’s Attorneys from the various counties of South- 
ern Illinois were present. 

Following a buffet supper, which was furnished by 
the hospital, there was a general discussion on the 
subject of psychiatry, with particular stress on the 
problems arising in the general practice of medicine 
and medico-legal phases common in the smaller com- 
munities. Three cases were presented by staff mem- 
bers of the Illinois Security Hospital and these cases 
were discussed by Dr. A. A. Low, assistant state 
alienist. In the future, either Dr. Low, or some other 
member of the alienist’s division, will make visits to 
the various state hospitals of the state twice yearly, 
at which time it is hoped to have clinics for the 
benefit of the various county societies in those localities. 

The Department of Public Welfare has also invited 
all physicians to make use of any clinical material in 
these institutions for the purpose of furthering psy- 
chiatric instruction and the principles of mental health 
in the different communities. The interest evidenced 
at this meeting by the physicians and lawyers present, 
and the different problems brought out in the discus- 
sions, indicate the cooperative attitude of the medical 
and legal professions toward this movement of the 


state institutions. 
E. Rateu May, M. D., Secretary. 


UNION COUNTY 

A special meeting of the Union County Medical So- 
ciety was held at the Anna State Hospital, Anna, IIli- 
nois, April 25, 1935. The speaker of the evening 
was Dr. A. Low, assistant state alienist. Dr. Low 
conducted a_ psychiatrical clinic. He particularly 
stressed the differentiations between behavior disorders 
and borderline mental cases which the general prac- 
titioner encounters daily. 

H. Puiturrs, M. D., Secretary. 





Personals 





This issue of the JoURNAL carries the portrait 
cut of Dr. Charles B. Reed, President of Illinois 
State Medical Society, 1935-1936, as a supple- 
ment. ° 

Dr. Albert E. Fritze, Chester, observed his 
fiftieth anniversary in the practice of Medicine, 
March 15, 
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Dr. John R. Neal, Springfield, a former presi- 
dent of the Illinois State Medical Society, has 
been named medical director of the Alliance Life 
Insurance Company. 

Drs. Ruth Tunnicliff and George Milles, 
among others, addressed the Chicago Patholog- 
ical Society, May 13, on “Effect of Dissociation 
of Streptococci on Their Fibrinolytic and Anti- 
fibrinogenic Activity,” respectively. 

Floyd S. Markham and Sion W. Holley, stu- 
dents in the Division of Biological Sciences, 
University of Chicago, have been awarded the 
Howard Taylor Ricketts Prize, which is given 
annually for the best results in research in either 
pathology or hygiene and bacteriology. 

Drs. Willis C. Campbell, Memphis, Tenn., and 
John D. Claridge addressed a joint meeting of 
the Chicago Orthopedic Society and the Institute 
of Traumatic Surgery, May 10, on “Operative 
Procedures for Rupture of the Crucial and Lat- 
eral Ligaments of the Knee” and “Bilateral 
Traumatic Dislocation of the Hips,” respectively. 

Dr. George A. Zeller has retired as superin- 
tendent of the Peoria State Hospital, a position 
he had held consecutively since 1921; when the 
institution was being organized in 1898, Dr. Zel- 
ler was named superintendent but did not as- 
sume active charge until 1902, continuing until 
1914, when he became alienist for the board of 
administration. 

Speakers at the meeting of the Chicago Gyne- 
cological Society, May 17, were Drs. George de 
Tarnowsky, on tubal reimplantation ; Henry Bux- 
baum, outpatient obstetrics; William A. Thomas, 
Edward D. Allen and Carl Philip Bauer, tox- 
emia of pregnancy. The operative clinical 
meeting was held in the morning of the same 
day at St. Luke’s Hospital. 

Dr. Timothy Leary, professor of pathology, 
bacteriology and medical jurisprudence, emeritus, 
Tufts College Medical School, Boston, delivered 
the eleventh Ludvig Hektoen Lecture of the 
Frank Billings Foundation at Thorne Hall, 
Northwestern University, May 24. His subject 
will be “Arterosclerosis, the Important Form of 
Arteriosclerosis, a Metabolic Disease.” 

An enlarged photograph of the late Dr. Charles 
A. Parker was presented to the Chicago Ortho- 
pedie Society by Dr. Daniel H. Levinthal at a 
meeting, April 12. The portrait was donated by 
the Huey Company to Dr. Levinthal for the 
society. It will be hung in the children’s ortho- 
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pedic ward at Cook County Hospital, where Dr. 
Parker worked for many years. Dr. Parker died 
July 16, 1934. 

The Leslie Dana Gold Medal of the National 
Society for the Prevention of Blindness was 
awarded to Dr. William H. Wilder, emeritus pro- 
fessor of ophthalmology, Rush Medical College, 
Chicago, at ceremonies in St. Louis May 18. Dr, 
Wilder was selected for the award, given in rec- 
ognition of his work in the conservation of vision, 
by the national society in cooperation with the 
St. Louis Society for the Blind, one of whose 
directors is the donor of the medal. Dr. Wilder, 
a graduate of the Medical College of Ohio in 
1884, served as professor of ophthalmology at 
Rush from 1907 to 1926. In 1907-1908 he was 
chairman of the Section on Ophthalmology of 
the American Medical Association, in 1918 pres- 
ident of the American Ophthalmological Society 
and in 1931 president of the American Academy 
of Ophthalmology, and Otolaryngology. At pres- 
ent he is secretary of the American Board 
of Ophthalmology and vice president of the IIli- 
nois Society for the Prevention of Blindness. He 
has written many articles on ophthalmic surgery 
and has collaborated in several books dealing 
with his specialty. 

Dr. O. B. Nugent gave his illustrated lecture 
on India at the Eastern Star Chapter, May 10, 
and at the Fort Dearborn Camera Club May 17, 
and read a paper on “Corneal Ulcers” at the 
North Dakota State Ophthalmological Society 
meeting May 28. He was the speaker at the ban- 
quet that night and showed his motion picture 
“Primitive India.” On May 26 he lectured on 
“Palestine” at the Methodist Church in Minot, 
nN. 

Dr. Max Thorek was guest speaker of the 
Surgical Section of the Oklahoma State Medical 
Society at Oklahoma City on May 14. He spoke 
on “Electrosurgical Obliteration of the Gallblad- 
der,” and on the 15th before the General Assem- 
bly on “Modern Trends in Surgery.” 

Dr. Perey H. Swahlen of St. Louis, Mo., ad- 
dressed the Union County Medical Society May 
2, 1935. His subject was “The Kidney in Ob- 
stetrics.” 

The DuPage County Medical Society was ad- 
dressed, May 15, by Dr. Leon Unger on “Allergy 
with Special Reference to Recent Advances in 
Hay Fever.” 

Dr. Max Thorek addressed the staff of the 
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Burlington Memorial Hospital and members of 
Rock County, Racine County and Kenosha 
County and Milwaukee Medical Societies at Bur- 
lington, Wisconsin, May 7, on the subject of 
“Electrosurgical Obliteration of the Gallbladder 
Versus Classical Cholecystectomy.” 





News Notes 


—The Chicago Tuberculosis Institute held its 
annual meeting, May 10, with a program, includ- 
ing, among others, Dr. Midian O. Bousfield, 
speaking on “Tuberculosis and the Negro,” and 
Max Biesenthal, “Thirty Years of Work in Tu- 
berculosis.” 

—H. 863 proposes to limit the sale of appli- 
ances, articles, drugs or medicinal preparations 
intended or having special utility for the pre- 
vention of conception or venereal disease to per- 
sons licensed by the department of registration 
and education to sell them. 

—Phenolphthalein Research, Inc., is an or- 
ganization of manufacturers and those interested 
in the distribution of phenolphthalein to develop 
facts regarding this drug. The research will be 
carried out under a grant ‘to the University of 
lllinois College of Medicine and in other insti- 
tutions. 

—There were 47,850 births reported in Chi- 
cago in 1934 as compared with 46,655 in 1933, 
according to the Chicago Tribune. This is the 
first year since 1898, it was stated, that the birth 
rate has increased over the previous year. The 
report points out that the birth rate of 13 per 
thousand of population recorded in 1933 was 
just half of the rate (26 per thousand) in 1904. 

—The University of Chicago has received a 
gift of $243,000 from the Rockefeller Founda- 
tion, of which $168,000 will be used to estab- 
lish a department of psychiatry in the medical 
school for research into the causes and cure of 
mental diseases. It is planned to open the new 
department, July 1. The remaining $75,000 will 
be used to aid the university’s research in the 
humanities. 

—The state health department announces a 
total of 2,572 deaths from motor vehicle acci- 
dents in 1934, the highest annual number in the 
history of the state. The mortality rate was 
32.6 per thousand of population as compared 
with 29.5 in 1930, the previous high record. 
Collision with other motor vehicles and with 
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fixed objects such as telephone poles and bridge 
abutments accounted for the greatest propor- 
tionate increases in fatal accidents last year. The 
department reports that running down pedes- 
trians accounted for almost half the fatal acci- 
dents, a total of 1,249. 

—S. 363 proposes to enact a new chiropody 
practice act. It proposes to permit a chiropodist, 
by any means or methods, to diagnose, recom- 
mend or prescribe for any ailment or supposed 
ailment of the human foot by local medical, me- 
chanical or surgical treatment, including general 
manipulative massage, whether manual, mechan- 
ical or electrical. A chiropodist is not to ampu- 
tate the foot or toes, use anesthetics other than 
local, or use drugs or medicines other than local 
anesthetics. 

—S. 408 proposes to prohibit the manufacture 
of cosmetics, medicines or drugs without a license 
from the department of agriculture and the pay- 
ment of a fee of $2,500. The department is to 
investigate the contents and ingredients of the 
cosmetics, drugs or medicines manufactured by 
the person applying for a license, and if it finds 
that the articles are adulterated or that any state- 
ment in the application is false or misleading or 
that the brand, name, or any label or advertise- 
ment of the product gives a false indication of 
origin, character, composition or place of manu- 
facture, it may refuse to license the applicant. 

—H. 937 proposes a system of compulsory and 
voluntary sickness insurance. The benefits pro- 
posed consist of cash and all forms of medical 
and dental service. Persons employed at “other 
than manual labor” and receiving wages in ex- 
cess of $60 a week, farm laborers and persons 
employed by an employer having less than three 
employees in personal or domestic services, are 
excluded from the compulsory insurance of the 
bill but are entitled to participate in the vol- 
untary insurance. 





Marriages 


Ropert E. Beparp, Rochester, Minn., to Miss 
Margaret Guertin of Kankakee, April 22. 

SAMUEL J. Burrows, Chicago, to Miss Mar- 
garet Palmer of New York, April 24. 

Copy A. Cox, Morton, IIl., to Miss Helen Jane 
Beitel of Aurora, March 13. 

James W. Davis, Dongola, IIll., to Miss Marie 
Keily of St. Louis, Nov. 28, 1934. 
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Deaths 


Joun Genar AsH, Mount Sterling, Ill.; Kentucky 
School of Medicine, Louisville, 1896; member of IIli- 
nois State Medical Society, aged 66; died, March 17, 
of lobar pneumonia. 

Apert Mitton BEAL, Moline, Ill.; Drake University 
Medical Department, Des Moines, 1894; a Fellow A. 
M. A.; formerly a lawyer; president of the Western 
College, Toledo, Iowa, 1890-91; at one time mayor of 
Toledo, Iowa; for many years president of the board 
of education of Moline and bank president; on the staff 
of the Moline Public Hospital; aged 81; died, April 3, 
of coronary thrombosis. 

CarRoLL Rep Coppie, Keyesport, Ill.; National Uni- 
versity of Arts and Sciences Medical Department, St. 
Louis, 1914; served during the World War; aged 42; 
died, April 19, of pulmonary tuberculosis. 

ALBERT ELLSworTH Froom, Belvidere, IIl.; Chicago 
Medical College, 1886; aged 73; died, March 4. 

Joun Henry Furcuam, East St. Louis, Ill. ; Marion- 
Sims College of Medicine, St. Louis, 1895; a Fellow, 
A. M. A.; past president of St. Clair County Medical 
Society; formerly county coroner; on the staff of St. 
Mary’s Hospital; aged 62; died, March 13, of heart 
disease. 

Ev1jaH P. Grsson, Louisville, Ill.; Hospital College 
of Medicine, Louisville, Ky., 1878; aged 84; died, 
March 3, of myocarditis. 

Witsur HAwLey GILMore, Chicago; Jefferson Medi- 
cal College of Philadelphia, 1903; a Fellow, A. M. A.; 
member of the Radiological Society of North America; 
served during the World War; member of the profes- 
sional committee for medicine, Illinois Department of 
Registration and Education; secretary of the Illinois 
State Medical Society, 1913-1922; attending roentgen- 
ologist to the Illinois Masonic Hospital and the Illinois 
Eye and Ear Infirmary; aged 55; died, April 27, of 
coronary thrombosis. 

Henry M. Hunt, Chicago; St. Louis College of 
Physicians and Surgeons, 1887; aged 85; died, April 16, 
of myocarditis. 

JoHN Wiliam Hutton, Newton, Ill.; Barnes Medi- 
cal College, St. Louis, 1899 and 1900; member of the 
Illinois State Medical Society; county coroner; aged 
57; was killed, March 26, when he was struck by an 
automobile. 

James JoHN Monanwan, Chicago; College of Physi- 
cians and Surgeons of Chicago, School of Medicine of 
the University of Illinois, 1904; member of the IIlinois 
State Medical Society; fellow of the American College 
of Surgeons; clinical associate in orthopedic surgery, 
Loyola University School of Medicine; aged 58; on 
the staff of St. Elizabeth’s Hospital, where he died, 
April 13, of coronary thrombosis. 

Rosert C. NEWELL, Maywood, Ill.; State University 
of Iowa College of Homeopathic Medicine, Iowa City, 
1879; aged 84; died, April 7, in the Cook County Hos- 
pital, Chicago, of chronic nephritis and uremia. 

fenrY AARON NorbdEN, Chicago; Rush Medical Col- 
lege, Chicago, 1889; formerly junior dean and professor 
of medicine, Loyola University School of Medicine; 


school health officer of Chicago, 1914-1923; fellow of q 


June, 1935 


the American College of Physicians; aged 68; died, — 


May 1, of hemiplegia, hypertension and arteriosclerosis, © 

STEPHEN JAMES O’BriEN, Chicago; Northwestern © 
University Medical School, Chicago, 1907, a Fellow, © 
A. M. A.; aged 54; died May 7, of myocarditis and 


chronic nephritis. 


Tuomas ARTHUR PeEttTepIEce, Freeport, IIl.; College ~ 
of Physicians and Surgeons of Chicago, School of : 


rt 


Medicine of the University of Illinois, 1910; a Fellow, — 


A. M. A.; past president of the Stephen County Med- 


ical Society; on the staffs of the Evangelical Deaconess — 


Hospital and St. Francis Hospital; aged 60; died, April ~ 


15, of aortitis and myocarditis. 


Harry A. Roacu, Chicago; College of Physicians = 
and Surgeons of Chicago, School of Medicine of the © 
University of Illinois, 1905; aged 53; died, March 20, © 
Northwestern — 


Francisco J. Rucavapo, Chicago; 


University Medical School, Chicago, 1893; aged 76; ~ 


died, May 6, in the Mercy Hospital, of prostatic hyper- ~ 


trophy and chronic nephritis. 

Kart WILLIAM SCHLEGEL, Milford, Ill.; University 
of Illinois College of Medicine, Chicago, 1932; a Fellow, 
A. M. A.; aged 36; died, April 13, in the Lutheran 


Deaconess Home and Hospital, Chicago, of injuries re- | 


ceived in an automobile accident. 


Epwarp NATHAN SCHOOLMAN, Chicago; Chicago 


College of Medicine and Surgery, 1914; member of the © 


Illinois State Medical Society; at one time medical 


director of the Elgin (Ili.) State Hospital, on the staff 
of the Michael Reese and Mount Sinai hospitals; aged ‘ 


41; died, May 15, of coronary thrombosis. 


SamMuEL T. SEALY, Mounds, Ill.; Meharry Medical | 
College, Nashville, Tenn., 1909; member of the Illinois ~ 


State Medical Society; aged 50; died, March 3, of © 


cerebral hemorrhage. 
CLARENCE MAITLAND Service, Springfield, Ill.; Jen- 


ner Medical College, Chicago, 1902; inspector in the q 


department of public works for the state of Illinois; 
aged 61; died, May 3, of gastric carcinoma. 

Wru1aAm Brapy SHARKEY, Clinton, Ill; St. Louis 
University School of Medicine, 1924; a Fellow, A. 
M. A.; aged 35; died, April 13, in the Dr. John War- 
ner Hospital, of pneumonia. 

FREDERICK E. SONNENFELD, Chicago; Chicago Hos- 
pital College of Medicine, 1917; member of the Illinois 


State Medical Society; on the staff of the Roseland q 
Community Hospital; aged 47; died, April 12, in the © 


Passavant Memorial Hospital, of uremia. 
Henry Stern, Altamont, Ill.; Missouri Medical Col- 


lege, St. Louis, 1894; for many years president of the : 


school board; aged 65; died, April 16. 


Warren E. Taytor, Moline Ill.; Hahnemann Med- © 
ical College and Hospital, Chicago, 1877; at one time ~ 
mayor and health officer of Monmouth; formerly man- — 
aging officer of the East Moline (Ill.) State Hospital; 7 


aged 80; died, March 31. 


Atonzo D. Tuornton, Goreville, Ill.; Chicago Col- 1 


lege of Medicine and Surgery, 1913; aged 52; died, Feb- 
ruary 1, in the Herrin (Ill.) Hospital, of pneumonia. 


Joun Henry Watson, Chicago; McGill University 7 


Faculty of Medicine, Montreal, Que., Canada, 1895; 
aged 64; died, April 19, of myocarditis. 
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